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Executive Summary

RACHNA, INHP Il and Chayan. The $160 million Reproductive and Child Hedlth,
Nutrition and HIV/AIDS Program (RACHNA) is CARE/Indias umbrdla program that
conssts of two projects. The fird, the Integrated Nutrition and Health Project (INHP I11)
targets pregnant and lactating women and children less than two years to improve child
aurvival and nutriiond datus  Interventions include supplementation with food (using
Title 1l food ad and locd food), vitamin A, iron and folic acid, immunization, antenatal
cae, and improved practices for safe ddivery, newborn care, breastfeeding and
complementary feeding. The project drives to drengthen the Government of Indias
(GAI), Minisry of Women and Child Devedopment's (MOWCD) Integrated Child
Development Services (ICDS) Scheme, and the Minigry of Hedth and Family Wefare's
(MOHFW) Reproductive and Child Hedth Program (RCH), and foster convergence
between them. It works in 94,593 catchment areas called anganwadi centers (AWC) in
747 blocks in 78 didricts in nine dates, namely Andhra Pradesh (AP), Bihar,
Chhattisgarh (CG), Jharkhand (JH), Madhya Pradesh (MP), Orissa (OR), Rgasthan (RA),
Uttar Pradesh (UP), and West Bengd (WB).> Title Il food ad reaches 6.6 million
pregnant and lactating women and children up to sx years, consgent with ICDS
guidelines, but numbers of women and children reached for other services vary by the
intervention.

The second project is Chayan, a reproductive hedth and HIV/AIDS prevention project.
The rurd component of Chayan aso works with ICDS and RCH to promote family
planning for birth spacing and prevention and management of Reproductive Tract and
Sexudly Trangmitted Infections (RTI/STI) in 36,300 communities in 300 blocks in 29
digricts together with INHP I in CG, JH, RA, and UP dates. All these rurd activities
rly on GOl personnd and didrict teams of CARE daff to faclitate implementation.
Urban Chayan supports the Nationd AIDS Control Program (NACP) of the Nationd
AIDS Control Organization (NACO) and works in the same four states as rura Chayan
but in 21 cties plus Dehi dums. It provide HIV/AIDS prevention information and
RTI/STI referrds for youth (in and out of school) and high-risk behavior groups
(truckers, migrants and femde sex workers (FSW)).  Empowering communities by
working with  Community-based Organizations (CBO) and Panchayati Rg Inditutions
(PRI), and influencing nationa policy are key features of RACHNA. While INHP I runs
five years from October 2001- September 2006, Chayan sarted nearly a year later and
runs from July 2002-October 2006. The scale of RACHNA is enormous, making it the
largest non-gover nmental organization (NGO) program of itstypein theworld.

The operationd modd for the rurd program is demondrating “best practices’ in 10% of
the anganwadis with intendve NGO involvement through 138 partnerships, then
replicating and scding these up through government systems. The four “best practices’
promoted were fixed day, fixed dte sarvice ddivery a monthly Nutrition and Hedth
Days (NHD), community volunteer Change Agents and Reproductive Hedth Change

!CARE s assistance to 747 ICDS blocks is mostly rurd, but includes 32 urban blocks.

viii



Agents (in rurd Chayan), Community-Based Monitoring Systems, and Block-Levd
Resource Mapping. Two thirds through INHP 1, in order to better achieve the intended
hedth and nutrition outcomes, CARE introduced new tools and sharpened its focus on
improving supportive supervison and home vigts for behavior change for the most
citica life cycle phases and interventions. It accelerated scae-up through ICDS
supervisory sector mestings, fecilitated by NGOs and CARE Disdtrict Teams across entire
blocks. The “best practices’ were de-emphasized, except NHDs. The urban Chayan
program dso followed a modd of testing “best practices’ in demondration dtes through
NGO partnerships, namely Peer Educators and Community Stakeholder Groups. The
origind Chayan project approved by USAID was for sx years through June 2008.
However, the end date was synchronized by CARE and USAID in 2004 with the
September 30, 2006 end date for INHP 11, and later extended to October 31, 2006 to
dlow more time to disburse project funds. Thus, the shortened timeframe did rot alow
for replication.

It is important to note that from 2003 through 2004 CARE successfully completed the
unanticipated chalenge of smoothly trandtioning responshility for dl of the ICDS food
rations in INHP 11, except Title 1l ail, to the state governments, gregtly enhancing the
dates supply chain management skills. This was a mgor accomplishment as a result of
the unexpected 2002 GOI ban on imports of Title II Corn Soy Blend by CARE due to
concerns about Bio-engineered Foods. The CARE team gits high marks for achievements
a an enormous scde in the RACHNA progran and for being redlient enough to
overcome many chalenges and uncertainties. The partnership between GOI counterparts
and digtrict teams of CARE staff was essentid to making the program work.

The Final Evaluation conducted in India in April 2006 by a team hired by CARE and
USAID drew on numerous program information documents, interviews with key
informants and stakeholders, and field vidts. Representatives of the MOWCD: Mr. Sargj
Adhikari and Mr. A.K. God, as wel as Dr. Sangeeta Saxena from the MOHFW,
accompanied the evduation team. The team benefited from draft findings of a March
2006 independent qualitative assessment of key RACHNA program processes. To
asess RACHNA's impact the team rdied primaily on draft findings from three
guantitative data sources. (1) programwide results from 2001 Basdine (2003 for
Chayan) and 2006 Endline B-E) representative household surveys in dl dates but Bihar,
(2) program-wide results from 2003 and 2006 HIV-rdaed Behavior Survellance
Surveys (BSS), and (3) pre-test, post-test, controlled, quas-experimentd Evauation
Research (ER) dudies on newborn hedth and survivd in one intervention vs. a
comparison digtrict in UP (2003 and 2006) and on nutrition in one intervention vs. a
comparison digtrict in UP and AP dates Hedth and nutrition INHP 1l outcomes data
from three annud rapid assessments RAPS) between 2003 and 2005 in one panel district
each in eight states served as a secondary source. The team used a triangulation gpproach
to INHP 11 findings present in multiple data sources, with changes seen in more than one
source deemed more significant than if seen in only one source, and agreed on criteria for
determining the dgnificance of changes in the ER and RAPS daa, which are not
representative program-wide.



The Monitoring and Evaluation systems used by CARE had many merits and generated
vaduable data for the find evauation, but some improvements are needed. The Hedth
Management Information System (HMIS) used was found to be excdlent for process
indicators but week for hedth and nutrition outcome indicators. Such outcome data are
grectly needed for management for results especidly a the block and didtrict leve.
Since reducing manutrition was a mgor intended impact of INHP Il, monitoring
nutritiona  status changes during the program would have been vauable, rather than only
a basddine and endiine There were problems with changing indicator definitions,
numerators and denominators, questionnaire design, data entry and cleaning, and andyss
in the B-E surveys, and incluson criteria in the BSS surveys that should be avoided in
the future,

Coverage of RACHNA Program Improvements. By April 2006 CARE categorized
the status of the 94,593 AWCs as 10% demonstration, 25% replication, and 65% other
for both INHP Il and rurd Chayan. Universal coverage of CARE assstance for ICDS
supplementary feeding and food monitoring was achieved.  Nutrition and Hedth Days
were held in 54% of the AWCs by October-December 2005 againgt the 60% target for
September 2006.  Change Agents were present in 48% of villages and in rurd Chayan
31% had Reproductive Hedth Change Agents. As pat of CARE's new scde-up
approach from 2005 onwards, the Home Vist Tool had reached 73% of Anganwadi
Workers (AWW). The urban Chayan program remained only in demondration gStes, as
agreed with USAID. The number of stes with Peer Educators is 110 for FSW, 126 for
migrants, 107 for truckers, and 239 AWCs for youth, as well as 3,914 free or sociadly
marketed condom outlets. The number of Peer Educators trained is 7,278 who serve
124,399 truckers, migrants and FSW, as well as 3,936 youth Peer Educators.

Key Findings:

There have been subgtantia improvementsin RACHNA program aressin
nutritiona status, accessto and use of hedth, nutrition, family planning and
HIV/AIDS prevention services, aswdl asimportant changes in behavior.

RACHNA has clearly demongtrated that the effectiveness of large scae GOI
programs such as ICDS and RCH can be improved at a modest investment over a
period of severd years, utilizing the managerid and technica expertise of non
governmenta organizations such as CARE.

The RACHNA program had an influence on nationd and state policies. The
lessons learned are reevant to improving performance in GOI programs such as
ICDS, RCH, the Nationd Rurd Hedth Mission and the National AIDS Control
Program.

New approaches and tools introduced by Rurd RACHNA in 2005 including
improved AWW home visits, better supervison, and using sector meetings for in-
service training are promising and should be tested to determine their impact on
health and nutrition outcomes.



Nutrition and Health Days for fixed day fixed Ste ddlivery of hedth and

nutrition services a AWCs were an effective strategy for increasing use of

services and convergence between the ICDS and RCH programs, but do not work
unless a Take-Home Food Ration is available as an incentive for participation.

Birth Spacing was successfully integrated into the ICDS program in the Chayan
project and should be an essentid part of the package of services offered
everywhere. It was more feasible to establish free supplies of contraceptives a
AWCsin coordination with the RCH program, than socidly marketed supplies.

Capacity Building - Short 2-day training workshops, RACHNA's principa
approach, were probably not enough to adequately build the skills needed across
the breadth of subject areasin the RACHNA program. Training would benefit
from more up-front training needs assessment and evauation of on the job skills
after training, as wdl as performance-based training materials. For greater
success of smilar programsin the future, ICDS and RCH decision makerswill
need to release workers for alonger period of time to ensure that they receive
adequate refresher training on new approaches.

Behavior Change Communication - The Rurd RACHNA progran had less
success in changing behaviors, especidly for improving infant and young child
feeding and practices, than it did in increesing use of services, with the exception
of one time, perhaps easer to change behaviors, eg. newborn care. Further
improvement is needed in AWW’'s and ANM’s counsding skills and in the
avalablity of more culturdly-specific job ads on smdl doable actions for
improving complementary feeding practices. Better communication of advantages
and sde effects of family planning methods using job aids would be vauable,

Gender Integration and Social Equity Concerns were addressed successfully
by CARE in the Rurd RACHNA progran. However, continuing cgps on
enrollments for ICDS supplementary feeding in some dates, despite the India
Supreme Court’s mandate that access should be universa, are a concern

Change Agentswere more effective for mobilizing the community to use
sarvices and for reducing socid exclusion than for making home visits and
counsdling families as behavior change agents.

HIV/AIDS Prevention — The Urban Chayan project was successful inimproving
HIV/AIDS prevention practices among High-Risk Behavior Groups and Y outh
through use of Peer Educators and an effective Behavior Change Communication
drategy. The existing demonsgtration Stes can serve as teaching examples for

other NGO projects.

Reaults and recommendations will now be presented separately for the rural and urban
programs.



RURAL RACHNA

Results Achievement in INHP II. Low weght for age manutrition was reduced
ggnificantly from 61% to 53% across INHP Il program areas. This reduction is nearly
twice that seen in the dl India rurd average for this indicator between the Nationd
Family Hedth Surveys conducted in 1992/93 and 1998/99. There were impressive
increases in the use of RCH hedth sarvices, induding meedes immunization which
nealy doubled and Tetanus Toxoid immunization, micronutrient supplementation with
vitamin A, iron and folic acd, and contacts and home vists by Auxiliary Nurse
Midwives (ANM). Impact on increasng antenata check-ups was mixed. The use of
ICDS nutrition services dso increased, including supplementary feeding for pregnant and
lactating women and children 6-23 months and contacts and home visits by AWWSs.

There were dgnificant behavior change improvements as well. Most notable were
improved newborn care practices, including use of the “5 deans’ a ddivery, initiating
breedtfeading within the fird hour and giving no preacted feeds, and drying and
wrapping the baby. Pregnant women who had made birth plans increased per the ER, as
did women in the intervention digtricts who sad they ate 3 or more meds per day and
ydlow/orange fruits in their last pregnancy. However, gpart from impressive increases in
introducing solid foods to complement breastfeeding from 6-9 months of age, there was
little improvement in other critical infant and young child feeding practices. The percent
of mothers who gave a least hdf the recommended quantity of semi-solid foods to
children 12-23 months showed no dgnificant improvement. Only 5-9% of mothers £d at
leest hdf the recommended quantity in five dates There were no  ggnificant
improvements in mothers appropriately feeding ther children 6-23 months by induding
a leest three food groups, adding oil, or feeding with sufficient frequency. A greater
emphads on improving infant and young child feeding practices through effective
behavior change communication is needed, including feeding the sck child and hand
washing with soap.

Rural Chayan Results A mgor improvement in access to oral contraceptives and
condoms in program villages was achieved by December 2005, with 68% of AWCs
having a supply of free contraceptives from the MOHFW vs. a 2006 milestone of 30%,
and socially marketed contraceptives available in 32% of AWCs vs. a 2006 milestone of
50%. This contributed to increased use of ora contraceptives and condoms in program
aress. Women's awareness of RTI/STI symptoms increased significantly, but referrd and
treatment networks remained wesk. The RACHNA program did a good job of promoting
the advantages of hirth spacing, but was condraned by the RCH program's
overwheming emphass on derilizations. More needs to be done to promote birth
gpacing, and CARE's successful use of the ICDS program to promote and distribute
temporary methodsis a great start that should be continued and scaled-up.

Increasing convergence between the ICDS and RCH programs to increase use of

services and improve behaviors was a mgor srategy and accomplishment of RACHNA.
Mog effective was the CARE innovation of monthly Nutrition and Hedth Days & which
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a Take-Home Food Ration (THR) for pregnant and lactating women and children 6-36
months was used as an incentive to increase paticipation for immunization, antenata
check-up, micronutrient supplementation and weighing/growth monitoring services a the
AWC. An impressve measure of community involvement is tha CBOs or PRIs
participated in nealy haf of al NHDs. However, the NHD approach is very food
dependent. Of the 46% of al progran AWCs that did not have the THR avaldble in
October-December 2005, only 33% of them provided immunization and or antenatd
check-ups on a scheduled NHD in the absence of the food, despite efforts by CARE to
ensure that at least 80% of NHDs went forward with or without food by the end d the
program. Lack of the key THR incentive was due to reverson to spot feeding in states
like AP and WB and supply chain problems in other instances. Irregular medica supplies
or ANM presence and incomplete attendance, eg. by children due for immunization or
vitamin A, adso impede the success of NHDs. The payoffs will be high for resolving these
problems to make NHDs more successful.

Recommendations for Rural RACHNA Program: The find evaduaion team
recommends, as part of successfully closing the RACHNA program, that CARE:

1. Work with USAID and the GOI to prepare a trandtion plan for al services that end
when RACHNA ends in September- October 2006.

2. Document lessons learned, prepare and disseminate “how to” guides, and advocate
for replication by ICDS, RCH or NRHM of CARE's successful innovations ()
community outreech and mohilization, (b) digning ICDS and RCH supervisory
sectors, (€) essentid elements of an NHD based on presence of THR, (d) integrating
birth spacing into ICDS, and (€) food commodity tracking systems for ICDS,

3. Document mgor lessons learned in RACHNA’s monitoring and evauation systems
to improve management for results and focus on hedlth and nutrition outcomes.

For Graduation of the Titlel1 Program by 2008-2009, that CARE:

1. Immediately develop generd and dState specific Srategies for graduating the entire
program, and share with staff and stakeholders. These should include strengthening
key date levd sysems, policy didogue a sate and centrd GOI leve, and enhancing
the nutritiona focus of ICDS, as feasible given the limited timeframe..

2. BExit from usng Title Il resources for most savice ddivery activities a
community/sector/block level, and ingead drengthen ICDS sysems a higher levels,
and synthesize, consolidate, and document lessons learned over its many years of
engagement with ICDS.  With limited time and resources remaining, CARE no longer
has the luxury to be able to work a the block and sector level unless such work
contributes to larger objectives beyond that of improving individuad block/sector
programs. Thisisthe logic behind the next recommendation.

3. Asssss the efectiveness of RACHNA approaches in a minimum number of blocks to
better influence ICDS reforms with a solid evidence base as follows:

a. ldentify a barebones, lease cost approach to ddivering the NHD and improving
home visits and supervison and evauate this model in severd new aress.
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b. Review the sustainability of the RACHNA approach by assessng the experience
of a sample of blocks two years after CARE's exit and identify changes in
strategy or additiona steps to increase sustainability by ICDS and RCH.

c. Tet and evduae the hedth and nutritiond outcomes of the following recent
refinements in CARE's approach, through operations research to be undertaken
with independent technicd assstance: improved AWW home vidts and behavior
change counsdling, better supervison, using sector and cluser meetings for in-
savice traning and improved supervison. The team is concerned tha these
innovaions will not have been implemented long enough, nor perhgpos well
enough (without a date-of-the-art behavior change drategy based on adequate
formative research, job aids and training to improve counsding skills) nor tested
to prove ther effectiveness before RACHNA ends. The outcomes of grestest
interest  are improved breastfeeding, complementary feeding and hygiene
practices, and in turn improved nutritiond status of 6-23 months old children.

4. Expand the technicad capacity and policy didogue role of its centra and Sate offices
with Title Il resources and use less of these resources to support digtrict teams beyond
those needed to implement recommendation #3. As part of its policy agenda, CARE
should:

a Assg the ICDS deveop a better nationd sygem for monitoring nutritiond
outcomes and using this information for decisonmaking and advocacy.

b. Push for mantaning/mandaing the THR program for pregnant and lactating
women and children aged 6-36 months.

d. Limit policy advocacy to palicies for which thereis a strong evidence base.

5. Graduate most NGO eactivities financed with Title Il resources, but document its
experiences with NGOs, especidly to inform GOI plansto use NGOsin NRHM.

6. Negotiate a quick trandtion to 100% monetization of Title Il food in order to redirect
its commodity daff to drengthening state commodity management systems for mgor,
podtive, long-term impact, indead of daff time spent insuring that ddiveries of Title
Il ail are synchronized with receipt of the locally procured ration.

7. Not devote any Title Il resources to scding up the women's sdf-hep group loca
food procurement modd unless and until it has clear evidence of the true costs and
benefits of this gpproach and a better understanding of wha would happen to the
ability of the ICDS to deiver its core program, if it assumes respongbility for this
model once scaded up. Decisons need to be based on a detailed andysis of the full
costs (both direct and indirect), including the costs of additionad <taff, management
structures, equipment, quaity assurance of food products produced, and opportunity
cogsto use of ICDS staff time.

The evaudion team believes that there is a great need and many opportunities for
CARE/India to continue its invauable work in maternd and child hedth and nutrition
and reproductive hedth in India, regardiess of the imminent end of the Title Il program,
and recommends that CARE/India:

Xiv



1. Further policy didogue and advocacy with the GOI a date and nationd levels and
raise resources for an extenson and refinement of its rurd RACHNA integrated
hedth, population and nutrition program, which effectively converges ICDS and
RCH services. Specific components and innovations of greatest value to continue are:

a. Srengthening CBOSPRIs for demand generation and increesing accountability of
ICDS and RCH systems for achieving intended hedlth and nutrition outcomes.

b. Reproductive health system and services strengthening for increasing access to
free contraceptives in ICDS and RTI/STI referrd and treatment, including
assuring avalability of drugs.

c. Improving nutrition in pregnancy and lactation and in children under-two,
especidly infant and young child feeding and hygiene practices.

e. Improving supervision, capacity building and behavior change communication.

2. Podtion CARE as a Resource Center for Nutrition and Hedth. Strengthen the
technical capacity and policy didogue role of centrd and date offices Rase
resources to continue district teams.

3. Provide capacity building for its own gaff, both on thematic as wel as management
issues. Standardize the technical content of programs and assure qudity control on
materiads, dlowing some flexibility for sate CARE teams to respond to loca needs
and contexts.

5. Strengthen its monitoring and evaluation cgpacity.  Building partnerships with
academic inditutions and networks will be useful for conducting program evauations
with consgtency and qudlity.

6. Seek opportunities to use its wedth of expertise in supply chain management to
strengthen GOI systems for essentid drugs, vaccines, contraceptives, micronutrients.

For USAID/India and USAID/Washington/FFP, the find evdudion team
recommends that CARE be given at least three more years to enable it to phase out of this
large and complex Title Il program in a responsble manner. Because supplementary
feeding is a sate function, CARE will have to negotiate and execute separate phase-out
drategies with each of the nine gtates for its current programs, each of which serves more
people than the populations of many African and Lain American countries, as wel as
with the central government

Thefind evauation team a0 recommends that USAID/India:

1. Provide technica assstance to CARE for: (1) operations research to build the
evidence base by testing CARE's new infant and young child feeding home vist,
supervison and behavior change approaches, and (2) a codting and feashility study
of the sdlf-help group locd food modd as mentioned in the recommendations above.

2. Continue promoting Birth Spacing family planning counsding and sarvices as an
essentiad  dement of the ICDS program in convergence with RCH as successfully
demongtrated by the Chayan project.



Government of India

The CARE RACHNA progran has demondrated reduction in childhood manutrition,
increesed use of hedth and nutrition services and podtive behavior change through
innovations and improvements to ICDS and RCH systems and the convergence between
them that merit consderation by the GOI for replication as follows:

1.

The sharpened focus on achieving pogtive hedth and nutrition impact and outcomes
for children under two years and pregnant and lactating women. This requires basic
and refresher training to improve skills of AWWSs, ANMs and their supervisors.

Integrating Birth Spacing family planning counsding and sarvices into the ICDS
program through convergence with RCH. In contrast to Chayan, a focus on termind
methods gill predominates in the RCH program. The MOHFW should better train
ANMs to improve the qudity of family planning counsding and sarvice ddivery,
induding IUD insartion skills

The use of the take-home ration (THR) for supplementary nutrition to better reach
Pregnant and Lactating Women and Children 6-36 months. A decison should be
taken by the nationd ICDS program to require THR for these groups, and not to
alow states to do spot feeding instead.

Usng Community-based Organizations and Panchayati Rg Inditutions (PRI) to
create enabling conditions, generate demand for services, reduce socid exclusion,
monitor the qudity of the program and hold service providers accountable. Given
provison in the NRHM for the new ASHA community volunteer, the GOI should
learn from CARE's success with Change Agents for reducing socid excluson and
mobilizing families to use hedth and nutrition services, and lack of success with
Change Agents for making home vidts and doing counsding. The role of the ASHA
in assuring ICDS and RCH convergence needs to be clarified. Her work should
include a nutrition focus.

Additiona generd recommendations for consideration by the GOI are:

5.

8.

Incressng accountability for its mgor invesments to reduce manutrition in children
through effective measurement and reporting of nutritiond status and use of such data
for management and decisonrmaking at dl leves

Trandorming weighing of children in ICDS into a preventive growth promotion
program for under-twos, focusng more on weght gain and prevention of growth
fdtering and less on Nutritiond Status Grades Norma through 4 and trestment of
Severe malnutrition.

Re-orienting the priority tasks of the AWW in ICDS to focus more on growth
promotion in under-twos including effective counsding and home vidgts to improve
breastfeeding and complementary feeding and hygiene practices.

Achieving universd coverage of meades immunization, including cach-up
campaigns for children grester than one year of age Meades is often fad in
manourished children and severd cases in children 12-23 months were seen during
thefind evduation fidd vistsin UP.



9. Strengthening peformance and accountability by middle levd supervisors and
managers in the ICDS and RCH programs a the sector, PHC and block leve for
achieving hedth and nutrition outcomes.

URBAN RACHNA- CHAYAN HIV/AIDS PREVENTION

Results Achievement in Urban Chayan The find evduaion team found the program a
the fidd dtes vigted to be excdlet and to have many advantages over other
interventions in India and Ada with essentially the same long-term gods. The target
population had gone a long way beyond mere awareness and knowledge of HIV/AIDS.
There seemed to be a genuine attitude and behavior change and interndization of
HIV/AIDS prevention concepts. It is noteworthy in the CARE intervention areas that
increases in condom use over 2003 levels, with non maritd non-cohabiting partner,
origindly expected to be achieved in 2008, were met by 2006, an impressve
accomplishment a full two years ahead of schedule. The increases between 2003 and
2006 were as follows: for truckers from 62% to 83%; for migrants from 61% to 69% and
for FSW from 68% to 87%. Endline data indicate that when High Risk Behavior Groups
(HRBG) with RTI/STI were referred for treatment more than 90% of them obtained the
necessary medicines and 82%-91% were completely cured. Treatment seeking behavior
for STls increased from around 71% in 2003 to 82%-88% by 2006. In the 2006 endline
about 60-70% of the HRBG target groups had persond experience with the project's
Behavior Change Communicaion activities in the community. Unfortunatidy a serious
flaw in the dedgn of the endline BSS, usng the presence of risk behavior as an incluson
criteria for truckers and migrants, may have diminated those very persons tha were
successfully converted to a low risk lifestyle. This incluson screened out respondents at
lower risk of HIV/AIDS, thus precluding evauating more quantitetive deta from the BSS.

The Peer Educator (PE) concept proved to be a success. They are te backbone of the
program and ae highly motivated without any remuneration. Their dedication and
effective behavior change communication was exceptiona and is not only increesng
awareness but changing dtitudes. In very red terms the community served has assumed
ownership of the program, especidly in the case of migrant, trucker and youth in school
components.  Sixty Youth Resource Centers were established and functioning and those
obsarved during the fidd vist were very impressve, both for their operations and the
knowledge and attitude of the members. Condoms, both free and sold, were readily
avaladle a dl dtes Based on the team’s limited field experience, the behavior change
communication strategy is one of the strong points of Urban Chayan.

While digrict and city levd officids ae avare of and gppreciate the Urban Chayan
program, there is less familiarity with it a& more senior levels such as in State AIDS
Control Societies and the NACP. CARE should make greater efforts to familiarize these
senior officids with the program and discuss how it might be replicated. The qudity of
fidd work was so uniformly good, and the impact so obvioudy vishle that the Chayan
effort should not be dlowed to be wasted. It is recommended that the intervention be



continued and scaled-up to cover wider areas. The existing demondration Sites can serve
as teaching examples for other NGO projects. The fidd intervention by the Chayan
project is an example of a‘best practice intervention’.

Recommendations for the Urban Chayan Program: The find evauation team
recommends, as part of successfully closing the RACHNA program, that CARE:

1. Obtain nationa data from NACO and data on the impact of other smilar projects
working with the same target groups in low prevalence states to use for comparison
purposes to better evauate the impact of the program in the absence of a control
group inthe BSS.

2. Update the technicd knowledge of its staff and Peer Educators to include injecting
drug use as a mgor cause of blood mediated transmisson and not just blood
trandfusons

3. Work with USAID and the GOI to prepare a trangtion plan for al services that end
when RACHNA ends in September-October 2006.

In Generd CARE should:

1. Rase resources for the continuation and expanson of the excdlent Chayan
HIV/AIDS prevention program and for transferring the know-how to other NGOs.

2. Expand the target groups to include Men Having Sex with Men. In cities with
ggnificant tourism, such as Agra, programs to prevent HIV/AIDS should include
daff of smdl hotds and guest houses and transport saff, such as taxi and auto-
rickshaw drivers.

3. Improve monitoring and evauation and supportive supervison by CARE aff.

USAID/India should:

1. Continue investment in HIV/AIDS prevention among HRBG in low prevaence dates
in order to arrest the HIV/AIDS epidemic in India

Government of India National AIDS Control Program

1. Since the CARE Urban Chayan HIV/AIDS prevention program has demonstrated
successful  improvements in - knowledge, dtitudes and practices among High Risk
Behavior Groups and Youth and the lessons from it are too good to waste, scaling up
the project to other similar groups would be of benefit to the nationd effort to contain
the epidemic. One posshility would be to use CARE as a nodd organization to
transfer kills to and oversee the work of other contracted local NGOs.

2. The excdlent Peer Educators traned by CARE should be used as traners or
motivators in other HIV/AIDS prevention projects.



INTRODUCTION

1. Background

The Reproductive and Child Hedth, Nutrition and HIV/AIDS Program (RACHNA) is a five-
year umbrella program of CARE India, supported by USAID, which began October 1, 2001. It
consgs of the Integrated Nutrition and Hedth Project (INHP 1) which ams to achieve
sudanable improvements in hedth and nutritiond daus of women and children, and the
Chayan project which ams to increese family planning use (Rurd Chayan) and prevent
HIV/AIDS for urban High Risk Behavior Groups (HRBG-Truckers, Femade Sex Workers and
Migrants) and Youth (Urban Chayan). CARE implements RACHNA in patnership with and in
support of the Government of Indias (GOI) Minisry of Women and Child Development
(MOWCD) Integrated Child Development Services (ICDS) Scheme, the Ministry of Hedth and
Family Wdfare (MOHFW) Reproductive and Child Hedth Program (RCH), and the Nationd
AIDS Control Organization (NACO) Nationa AIDS Control Program (NACP). Through
RACHNA CARE works to demonstrate and replicate mproved service delivery and behavior
change approaches for a set of interventions of proven clinicd efficacy, through srengthening
GOl sygems and prograns and empowering communitiess ~ Commensurae with Indids
incredible sze as the second most populous nation in the world and home to more than one
billion people, the scale of RACHNA is also enormous, making it the largest program of its
type in the world. The following map depicts RACHNA's scae in the nine program dates of
Andhra Pradesh (AP), Bihar (Bl), Chhattisgarh (CG), Jharkhand (JH), Madhya Pradesh (MP),
Orissa (OR), Rgasthan (RA), Uttar Pradesh (UP), and West Bengal (WB).




For the RACHNA progran CARE received resources through March 31, 2006 totaing more
than $152 million from various sources as shown in Table 1, the largest of which were food ad-
related (Title 11). All resources were from USAID, except the GOI and CARE contributions.
When the last monetization sdes are completed the totad RACHNA budget is expected to
exceed $160 million.

Table 1 Resources Received for 5-Year RACHNA Program as of March 31, 2006

Titlell —Related Resour ces (U.S. $) for Other Resources (U.S. $) for Life of Activity from 10/1/01-
Life of Activity from 10/1/01-9/30/06 10/31/06
Food for Direct 87,136,259 | Population Funds 6,655,000
Distribution
M onetization sale proceeds 31,667,188+ | AIDS Funds 7,385,170
+ Interest* 689,137
Farmbill-202e 2,500,000 | Child Survival and other 12,559,652
Health Funds
Government of India 3578421 | CARE Contribution 500,000
Sub-Total 125,571,005 | Sub-Total 27,099,822
Grand Total 152,670,887

* Thisis an underestimate because one monetization isin process and another is expected in August 2006. Total
sale proceeds generated will increase by approximately $7 million before September 30, 2006.

2. TheFinal Evaluation

Prior to the end of the program which is September 30, 2006 for Title II-related resources and
October 31, 2006 for other resources, CARE has undertaken a comprehensve find evauation,
of which this team’s independent find evaludion is part, to assess whether RACHNA achieved
the committed results in each of the impact areas of INHP Il and Chayan. An independent,
externa team hired by CARE and USAID conducted this find evaduation of the RACHNA
program in India in April 2006 and sought to answer key questions proposed by CARE and
USAID concerning: (a) results and contributory factors, (b) policy/program impact, (c) program
management, (d) monitoring and evauation, (€) program graduation for INHP only, and (f)
future programming. The team drew its findings from review of numerous documents on the
progran (see Annex 1), interviews with key informants and stakeholders, and fied vists for
fird-hand observation and interviews with program functionaries and beneficiaries a
community, block, didrict and state level. Representatives of the MOWCD: Mr. Saroj Adhikari

and Mr. AKK. God, as wdl as Dr. Sangeeta Saxena from the MOHFW, participated in the
evauation.

For assessment of the impact of RACHNA the team rdied primarily on draft findings on the
CARE program from three quantitative data sources. 1) Basdine and Endline pre-test, post-
test, representative household surveys to measure program-wide impact of INHP Il, Rurd
Chayan and Urban Chayan Youth interventions, referred to heresfter as B-E data, 2) Behavior
Survellance Surveys to measure HIV prevention outcomes in HRBG programwide in urban
Chayan, referred to hereafter as BSS data, and 3) Evduation Research studies with pre-tet,
post-test, controlled, quas-experimentd desgn on newborn hedth and survivd in one
intervention vs. a comparison didrict in Uttar Pradesh (UP) and on nutrition interventions in
one intervention vs. a comparison digrict in both UP and Andhra Pradesh (AP) dates, referred



to heresfter as ER data (12-14). Additiond quantitative data on INHP Il hedth and nutrition
outcomes from three annua rapid assessments conducted between 2003 and 2005 in one pand
digtrict each in eight of the RACHNA sates were used by the team as a secondary source, and
referred to hereafter as RAPS data. The team used a triangulation approach to findings present
in multiple quantitative data sources on the impact of INHP I, with any changes seen in more
than one data source deemed more sgnificant than if seen in only one source. The team aso
agreed on criteria for determining the dgnificance of changes from the ER and RAPS data
sources which are not representative of the entire RACHNA program.  The find evaduation
team acknowledges that CARE's evaudaion design, as agreed with USAID, did not include
comparison groups, except in the case of the ER dudies, because they were implementing
interventions whose dlinicd efficacy had dready been established in research trids by others,
and it was not feasble or cogt-effective to include comparison groups in evauation surveys of
such large programs. However, because there were no comparison groups, it is difficult to
determine how much of the impact seen in the B-E, RAPS, and BSS is due only to the
RACHNA interventions, versus secular changes or impact of the basc ICDS, RCH, NACP and
other programs without CARE's added inputs. Nevertheless, the find evaudtion team believes
that most of the large changes seen over basdine in the hedth and nutrition indicators were
likdy due to improvements resulting from RACHNA, the largest program addressed to
grengthening ICDS and RCH and preventing HIV/AIDS in the geographic areas and target
groups covered.

The team made its own fird-hand review of RACHNA program processes, but benefited from
the draft findings of an externd, independent qualitative assessment of key RACHNA
progran processes from digrict to community level and ther links to results, conducted in
March 2006 (26). See Annex 2 for more detalls on the Methodology followed in the find
evauation, the data sources used and criteria for determining their Sgnificance. The findings of
the find evduaion of the RACHNA Program will now be presented separately in Part | for
Rurd RACHNA incuding INHP 11 and the wdl integrated Chayan reproductive hedth
interventions, and in Part 1l for Urban RACHNA dso known as urban Chayan HIV/AIDS
Prevention.



PART I: FINAL EVALUATION OF RURAL RACHNA PROGRAM
l. Description of Rural RACHNA Program

A. Description of Rural RACHNA Program and GOI Programs it Supports

The origins of INHP I1 trace back 101984 when CARE, with USAID support, started direct Title
Il food digtribution for supplementary feeding in the GOI’s ICDS program, the world's largest
community-based nutrition and early childhood development program for vulnerable women
and preschool children. From October 1996-September 2001, CARE, the GOI and USAID
initiated the firg five-year phase of the Integrated Nutrition and Hedth Project (INHP 1), which
augmented the Title 11 direct food digribution support to ICDS, with additiond Title Il
monetization support for improving materna and child hedth and nutrition services, behaviors
and outcomes. The hedth services as well as micronutrient supplements for ICDS beneficiaries
come from the MOHFW, with their current program addressng these needs known as the
Reproductive and Child Hedth program (RCH). Increasing convergence between ICDS and
RCH has been a mgor accomplishment of CARE in INHP. The second five-year phase, INHP
I, from October 2001-September 2006, is the subject of this find evduation, dong with
Chayan. The INHP Il is implemented in 94,593 existing ICDS caichment areas known as
anganwadi centers (AWCs) in nine dates, or roughly 10% of dl AWCs in India, manly in
communities served by INHP I. 1 Title Il food ad reaches 6.6 million pregnant and lactating
women and children up to 9x years, consgent with ICDS guidelines, but numbers of women
and children reached for other services vary by the intervention.  For the first time in INHP 11,
CARE received both Title I1-related resources and Child Survival and other Hedth Funds from
USAID (Table 1). Thus, in INHP II CARE had more funds avalable per anganwadi to
grengthen and scale-up interventions in the exigting 1ICDS and RCH programs, adding newborn
cae and Vitamin A supplementation, in addition to those dready dressed, i.e supplementary
feeding, antenatd care (Check-ups, Iron Folic Acid supplementation, Tetanus Toxoid
immunization, pregnancy diet and rest practices, and birth preparedness), infant and young child
feeding (IYCF) practices, and childhood immunization. A key festure of INHP Il is Didrict
Teams of CARE dgaff and sub-contracting of locd NGOs to manage and provide technica
assgance for locd implementation. Community mobilization, working with  Community-based
Organizations and Panchayati Rg Ingtitutions, is a centra strategy.

The second mgor component of the Rurd RACHNA Program is Chayan. In July 2002,
USAID approved CARE's proposd for a sx-year rurd reproductive hedth and urban
HIV/AIDS prevention project, caled “Chayan” (meaning Choices) for 45 didricts and 417
blocks with $10. 5 million in Populaion Funds for the rurd component and $10.5 million in
AIDS funds for the urban component. Under the RACHNA Program umbrella, Rurd Chayan
planned to integrate family planning services for birth spacing and prevention and management
of Reproductive Tract and Sexudly Transmitted Infections (RTI/STI) into the package of
sarvices CARE sought to srengthen through 1ICDS and RCH programs in dl INHP didricts in
four of the nine INHP dates, i.e. CG, JH, RA and UP. In 2003 the rurd Chayan coverage
planned was reduced to 29 didricts, 300 blocks and 36,300 communities in the four states to

! The state of Bihar wasin INHP I but dropped from the CARE program in 2000 upon bifurcation of Bihar to
create two new states of Bihar and Jharkhand. At the state government’ s request Bihar re-entered INHP 11 in 2003.
Of the 747 ICDS blocks CARE assists, 32 are urban.



accommodate an approximatdy 10% annud budget cut in USAID Population Funds. While
these changes were certainly disruptive, CARE's drategic decison to reduce the geographic
area covered resulted in a higher budget per block than originaly planned and served to mitigate
the impact of the budget cut. Severd months of implementation time were logt in the initid
uncertainty and redeployment of saff. The origind end date for Chayan of June 30, 2008 was
synchronized by CARE and USAID in 2004 with the September 30, 2006 end date for INHP I
under the RACHNA umbrella and later extended to October 31, 2006 to dlow more time to
disburse RACHNA funds. Targets and milestones were re-negotiated to accommodate the
shortened timeframe.

CARE placed a mgor emphass in the rur RACHNA program on assging the primary GOI
Implementers to optimize the hedth and nutrition outcomes and impact of the existing ICDS
and RCH programs by building their capacity and drengthening key processes and systems.
Both of these GOl programns have dgnificant desgn and implementation limitations for
achieving the dedred hedth and nutrition results and, thus, presented consderable chdlenges
and obgtacles to CARE for achieving the goals of RACHNA. See References 20, 27,29, and 30
in Annex 1 for a good discusson of the obstacles in ICDS and India's public hedth services and
cregtive ideas for overcoming them, most importantly CARE's own proposa (27) to MOWCD
for improving ICDS in the next 11th Five-Year Plan based on the RACHNA experience. The
later is a good example of the mgor effort made by CARE to influence naiond program
policies.

Best practices. The strategy n INHP Il of working first in 10% of the AWCs in each block as
Demondration Sites with intensve NGO involvement and then replication to the rest relied on
sding-up four “best practices’ discovered by CARE in INHP | as potentid solutions to
problems faced by ICDS and RCH in achieving their hedth and nutrition objectives. These arel
Nutrition and Hedth Days (NHD), Change Agents (CA) and Reproductive Hedth Change
Agents (RHCA in rurd Chayan), Community-Based Monitoring Systems (CBMS), and Block-
Leved Resource Mapping (BLRM). Based on RAPS data, its own internd reflections and the
Mid-Term Review (MTR) in late 2004, CARE determined that none of the “best practices’
except NHDs were contributing significantly to the desred hedth and nutrition outcomes, and
the feaghility of their scde-up through government sysems, especidly with the remaning time
and resources available, were aso in doubt.

Thus, after much learning in the firgt three years, two thirds of the way through RACHNA & the
beginning of 2005, CARE made a paradigm shift away from three of the four “best practices’
except NHDs. Instead, post-MTR, CARE introduced and scaed-up new tools for improving
home vidts by AWWSs, supportive supervison by ICDS supervisors, monthly sector meetings
of ICDS supervisors with the 20-25 anganwadi workers (AWW) they supervise for in-service
training and focus on improved home vidts and behavior change skills. NGOs provided block-
wide support and supervison vs. working only in Demondration Stes. Remaning needs for
two-day training workshops for exising CAs, AWWS, Auxiliary Nurse Midwives (ANM), and
ICDS Supervisors in Demondration and Replication Sites were completed by mid-2005. A new
goproach of monthly 1-2 hour in-sarvice traning sessons for AWWS, ANMs and ther
supervisors at sector meetings was introduced.  Fecilitation and organization of these sessons
was done by NGOs and CARE Didlrict Teams who worked to train ICDS supervisors to take



over this role. The above is referred to as the post-MTR approach. Smilar refinements were
mede in the rurd Chayan program.  No further recruitment or training of RHCAS took place
post-MTR, but two day training workshops for AWWSs and ANMs continued and CARE
expanded the role of exigting CAs to aso promote reproductive hedth interventions and
continued to work with existing RHCAs.

Capacity building of block and sector level functionaries and Block Level Advisory Committees
had happened earlier in the RACHNA program and was given a boos post-MTR. CARE
maintaned an unwavering commitment to the principles of convergence, problem identification
and resolution through Block Level Advisory Committees, and the catchment area approach to
reduce socid excluson throughout the program, and refined its drategy as it learned through
implementation what tactics were more effective.  CARE's need to dedl with serious thrests to
the program such as the mgor reduction in Title Il imports and an urgent transtion of these
respongbilities to the date governments, as wel as reduced funding from USAID discussed
later in the report explain some of the delays in making mid-course corrections.

Coverage and Scale of RACHNA Program: By the April 2006 find evduaion CARE
categorized the datus of the approximaely 95000 AWCs as 10% demondgtration, 25%
replication, and 65% other for both INHP Il and rurd Chayan. Universa coverage of CARE
assigtance for supplementary feeding and food monitoring was achieved. By December 2005,
Nutrition and Hedth Days were hdd in 54% of dl the AWCs and 48% had Change Agents
againgt the September 2006 targets of 60% and 50% respectively.? Thus RACHNA's “best
practices’ reached around haf the universe of AWCs. As pat of CARE's post-MTR scde-up
approach from 2005 onwards, the Home Vist Tool had reached 73% of AWWs in the last 48
months.

B. Effectiveness of Design and Evolution of Rural RACHNA for Achieving Results

CARE prepared an effective desgn for Rurd RACHNA building on its successes, experientia
learning & community level and “best practices’ identified in INHP I. In its Development
Activity Proposd (DAP) to USAID for INHP II CARE identified the right interventions and
dages in the life cycle to focus on to achieve its god of reducing infant mortdity and childhood
manutrition (39). Its desgn of working through and strengthening the GOI ICDS and RCH
programs was very gppropriate vs. setting up padld deivery sysems that would not be
replicable. Furthermore, CARE recognized that increasng convergence between these two
prograns would be criticd as hedth outcomes would not improve without a focus on
underlying manutrition and smilarly, snce infections ae a mgor determinant of manutrition,
increesing hedth services for ICDS beneficiaries would be criticd. The ICDS infrastructure
offered an ided platform for increesing use of hedth sarvices in the village, especidly through
CARE sinnovation, Nutrition and Hedlth Days.

2 The “ percentage of AWCs conducting at least one NHD last month with THR and immunization and/or antenatal
check-up,” is akey management indicator and measure of scale-up for CARE. It increased from 36% at baseline to
54% at the end of thefirst quarter of FY 06. Although thisisbelow the Life of Activity target of 60%, thisisstill a
substantial achievement, especially considering the number of challenges that CARE faced in advancing this
approach in all nine RACHNA states.



CARE refined and re-oriented the RACHNA design to respond well to mgor negative factorsin
the externd environment, most notably the GOI's decison in July 2002, early in the RACHNA
program, to prohibit further import of Title 11 donated Corn Soy Blend (CSB worth more than
$200 million) in the CARE program due to concerns about bio-engineered foods. Uncertainty
as a result of this decison continued for nearly a year until the DAP amendment was negotiated
and approved. It is remarkable that CARE kept RACHNA implementation on track as well as it
did during this difficult time. As described later in this report CARE turned the dimination of
CSB imports into an opportunity to assst stae governments to trangtion successfully to locdly
procured food grains for the ICDS program, which was a mgor accomplishment unforeseen in
RACHNA’s desgn.

Another example of CARE successfully seizing opportunities was the desgn and integration of
rurd Chayan with the INHP platform when resources became available to add a birth spacing
component, which is another key intevention for achieving the infant mortdity and
malnutrition reduction gods of INHP Il.  Advice on birth spacing was wdl integrated into
CARE's behavior change drategy and capacity building across the key phases of the life cycle,
made pat of NHDs and dso a focus for improved supervison and home vidts a little
additiona cost. The AWC with its target group of children 0-6 years and their mothers is an
ided location for offering birth spacing. CARE's rapport in the villages because of other hedth
and nutrition interventions made it easer to introduce birth spacing. The increased availability
of contraceptives & the AWC and family planning traning of AWWSs as a result of rurd
Chayan is, in our opinion, a winning festure for achieving both ICDS and RCH gods Per
CARE, ther involvement in family planning increased the agppreciation and respect of HFW
digrict «aff for the CARE Didrict Teams and “integration with INHP helped optimd
utilization of resourcesin both projects”

The INHP | find evduation had recommended that CARE reinforce INHP's nutritiond focus
and specificdly to “review plans for INHP to bdance and sequence nutrition and hedth
interventions, ensuring that the nutritiond focus is gppropriately achieved” In the team's
review of the origind DAP for INHP Il we did not find a strong nutrition focus, athough
nutrition interventions were certainly planned as part of the integrated package. The fact that the
DAP for INHP Il was written and submitted for gpprova several months before the INHP |
evaudion explans why the desgn may not have had the reinforced nutrition focus that was
recommended. In the future it would be better to sequence the design and gpprova of follow-
on programs for after the results of the evauation of the previous program are available to
inform the desgn. While CARE dearly worked diligently to implement a number of important
nutrition components in INHP |, the drategy it desgned for improving infant and young child
feeding practices was ineffective because it: (1) had little impact on complementary feeding
practices in the critical time period from 6-23 months, (2) was not sequenced well because it
wasn't introduced until the second hdf of the project, and (3) did not focus adequately on
improving counsding <kills of workers for achieving effective behavior change. CARE dso
made a decison in INHP Il that the ICDS norm of weghing children and growth promotion
would contribute litle to RACHNA results and therefore did not invest in strengthening it

8 CARE noted that strengthening |CDS growth promotion would have entailed using RACHNA resources to address
weaknesses such as lack of weighing scales and growth charts, lack of skilled AWWSs, unreliable growth/weight information

from ICDS and focus of ICDS on treating severe malnutrition rather than on prevention of growth faltering. CARE chose to test
a cheaper and easier approach to improving 'Y CF practices that did not prove effective.  Thefinal review team thinks



The find evaluation team thinks CARE missed an opportunity to complement the generd I'YCF
messages that RACHNA addressed to al mothers a key stages in the life cycle with more
gpecific counsding and feedback linked to individua children's growth. In other programs in
India and esewhere this link between weighing and specific counsding has been found to be an
effective 1YCF behavior change drategy for preventing growth fdtering. If done well, growth
promotion provides mothers with tangible evidence and feedback through information on ther
children’s monthly weight gain to know whether they are feeding them appropriately and this
reinforces appropriste behavior. Lack of involvement with dsrengthening routine weighing
sessons to improve the avalability of reliable weight data dso meant CARE had no monitoring
data on nutritiond status to use for managing RACHNA.

The RAPS data provided an invaluable source of information on RACHNA'’s impact on key
hedth and nutrition outcomes that became avalable from the middle of RACHNA onwards as
planned. This filled a key ggp for decisonmaking in the CARE Hedth Management
Information System (HMIS) and management indicators, which focus on outputs and not on
outcomes. For example, CARE made excedlent use of the RAPS data which showed that
Change Agents weren't making home vidts as expected to plan its 2005 paradigm shift away
from recruiting and training more Change Agents to instead introduce tools to strengthen AWW
home vigts and supervison. The find evauation team thought the post-MTR approach held
great promise, but that there would be inadequate time to introduce and test tools adequately
before RACHNA's end. While earlier in the program in 2003 the RACHNA doaff had
conducted formétive research on feeding behaviors and ther determinants to inform the design
of communication materials, due to RAPS data, CARE sharpened the focus on changing poor
complementary feeding behaviors in the lasgt years of the program. The find evduaion team
recommends that future desgns and project monitoring systems be more closdy linked to solid
evidence of the impact of interventions and approaches on hedth and nutrition outcomes.
Precious implementation time was log not monitoring hedth and nutrition outcomes in
RACHNA, and not vdidding criticd design assumptions until late in the program via RAPS,
thus delaying introduction of much needed corrective Srategies.

The find evduation dso concluded tha CARE probably spent too long working intensively on
the 10% Demongration Stes which contributed little added innovation beyond what had
dready been learned about the “best practices’ in INHP |. The paradigm shift in the last years
of the program to scaing up, on a large scae, through exiging ICDS systems would probably
have been a wise and feashble drategy to have taken from the outset or much earlier in the
project that would have resulted in much greater coverage of RACHNA improvements over the
universe of nearly 95000 AWCs. The added vaue and replicability of the local NGOs that
CARE contracted are unclear, versus the more codt-effective dternative of having ICDS and
RCH functionaries carry out these responsibilities as part of their dutiess. Whether or not NGOs
are essentid to optima functioning of ICDS and RCH was a key question asked by MOWCD
and MOFHW during the find evduation for which CARE does not yet have the answer, but
should seek to document its experiences for policy-makers, given the cost implications.

RACHNA resources were adequate for strengthening growth promotion, but tradeoffs would have been needed in funds spent
on other approaches. Most countries implementing growth promotion programs do not have the benefit of a national program
like ICDS with its large government investment, infrastructure and mandate for growth promotion. In RACHNA, CARE
District Teams and full-time NGO support to complement and assist government functionaries were a potential added advantage
for strengthening growth promotion that other similar programsin India and elsewhere have not had.



Furthermore, the RACHNA dedign relied on CARE Didrict Teams which provided invduable
loca oversght and problemsolving services for ICDS and RCH. However, given the cost of
such teams, Smilar unanswered questions arise as to what is the minimum CARE daff presence
needed a didrict levd to truly drengthen sysems and empower communities while
complementing the roles and responsibilities of GOI functionaries.

I. Assessment of Impact of Rural RACHNA Program

In Sections A. and B. below findings will be presented on RACHNA'’s impact on malnutrition
and other hedth and nutrition outcomes using quantitative data from the sources mentioned
previoudy and in Annex 2. The deven Peformance Indicators that were agreed between
CARE and USAID as key measures of the INHP |1 results to be achieved will e highlighted in
bold and the Peformance Indicator Table is found in Annex 5. The Indicator Performance
Tracking Table for Chayan is dso found in Annex 5, and consdered by CARE and USAID to
be illugrative and not binding given the shortened timeframe of Chayan. Two additiond tables
found in Annex 5 show ggnificant changes over time in RACHNA intervention didricts versus
comparison didricts in the ER nutrition studies in both AP and UP and sgnificant changes in
the RAPS Pand Didricts. Reduction in the infant mortdity rate (IMR) is an expected impact of
INHP 11, via improved hedth and nutrition outcomes, but it was never planned to messure it.
For B-E data the five-year changes in the weighted average programwide edimaes will be
presented.

A. Overall Impact in Reducing Childhood Malnutrition The B-E data showed a reduction in
malnutrition from 61% to 53% as measured by the Percent of children 12-23 months whose
weight for age is more than two standard deviations below the median weight achieved by
children of that age (% malnourished). This reduction is nearly twice that seen in the dl
India rurd average for this indicator between the Nationd Family Hedth Surveys (NHFS)
conducted in 1992/93 and 1998/99 suggesting that nutritiond Status in the RACHNA program
aeas was dgnificantly better due to the program interventions and not soldy due to secular
changes. No dgnificant reductions were seen in this indicator of manutrition in the controlled
ER dudies, perhaps because the measures were taken only two years apart. However, a
ggnificant deterioration in the average weght for age zscore of children 12-17 months was
sen in both the UP and AP intervention didricts in the ER dudies for which some
explanations are expected by August 2006 from further multivariste andyses of these data in a
report by the investigators.

B. Assessment of Health and Nutrition Outcomes and related Outputs
1. Maternal and Child Health

Severd important maternd and child hedth (MCH) indicators have tended to improve across
the life of the program. The MCH outcomes targeted by INHP Il include severd requiring
functiondity of the service deivery system as well as seeking and acceptance of services by
mothers and families (such as immunization and artenatal check-ups), dong with others that are
primarily dependent on changes in key behaviors.



Antenatal Care and Practices The results of RACHNA in improving coverage of antenatd
check-ups are mixed. Significant improvement was seen in the recept of antenata check-ups
by the intervention groups in the ER in AP and UP, including 3+ vists and home vidts by
AWWSs, ANMs, and CAs. However, the RAPS data did not show dgnificant improvement in
receipt of antenatad check-ups. Receipt of 2+ doses of Tetanus Toxoid immunization by
pregnant women was high a 78% at basdine and increased to 85% in the endline survey B-
E). Coverage improved dgnificantly in the intervention group vs. the comparison group in the
ER in UP, but the RAPS daa showed no sgnificant improvement. Findings on nutrition
sarvices in pregnancy will be discussed in a subsequent section.

Lack of a basdine precludes evauatiing changes in the proportion of women making birth
plans in the third trimester of their last pregnancy, but a endine in B-E 13% had plans
including savings plus identification of a facility and traned provider in case of emergency.
The ER in UP shows a sgnificant improvement in the percent of recently ddivered women
who had taken birth planning steps including saving money, arranging transport and obtaining a
deivery kit in the intervention area vs. the comparison group. The RACHNA program did not
intend to increase the percent of deiveries by trained atendants or in inditutions, but it is
interesting to note that there were no dgnificant changes in the place of ddivery or birth
attendant in the RAPS or the ER with mos women continuing to ddiver a home with
untrained birth attendants. However, in some dtes visted, it appeared that the government’'s
cash incentive scheme promoting inditutiond ddiveriesis having an effect.

Discussion: Together, these findings suggest tha the effect of the program on antenatal check-
ups and practices was limited. The posshbility that effectiveness might be increased by the post-
MTR approach desarves further evaluation. There are other important limitations to the
progran’s drategy and potential effect. It is not cler tha the AWW is viewed within
communities as a credible source of antenatd advice. In addition, the antenatal check-ups
conducted during NHDs reportedy were usudly incomplete, lacking blood pressure
measurement, abdomind examination, and other usual procedures — in many cases, lack of
privacy and facilities in an AWC (if there was one) made atenatal contacts by the ANM very
cursory. In addition, dthough there was training of traditiond birth attendants dais) as well as
ANMs and AWWSs in basc antenatal care (not obstetric management), there is no information
on the actua practices of dais, who gill ddiver the mgority of babiesin many communities.

Newborn Care and Practices One area of substantial improvement across the program was
practice of the “5 cleans’ a ddivery. The RAPS and ER data show sgnificant improvements
in these and in the percent of ddiveries a which nothing was gpplied to the cord or umbilicus.
The ER documented this to be an area of increased attention by ANMs and AWWSs. Dedlivery
kits did not appear to play a magor role in this practice, snce few families obtained them in the
ER communities. Knowledgeable informants point out that there is a generd increase of
awareness of these “5 cleans” 0 attribution of this change to INHP inputs aone is probably not
valid, though it is probable that increessed AWW and ANM contacts during pregnancy in
RACHNA, and advice on the “5 cleans’ contributed significantly. The practice of ddayed
bathing of the newborn received subgtantid attention in the early phase of INHP Il and shows
subgtantial pogtive change in the RAPS, but not in the ER.  As noted in the MTR, recognizing
the lack of evidence that this practice was meaningfully related to reduction of neonatd
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hypothermia, the program’s focus shifted to promoting immediate drying and wrapping of the
newborn. However, the change in bahing behavior is further testimony to the ability of the
program inputs to modify newborn care behaviors. In the B-E endline survey, immediate
drying and wrapping reached a prevaence of 84%, but lack of a basdine precludes evauating
changes. Significant improvement in the practice of drying and wrapping the baby was seen in
the ER in UP. However, thisindicator did not improve sgnificantly in the RAPS.

Other key essential newborn care practices include putting the newborn to the breast within
the first hour after birth, which by the endline survey reached a high prevaence of 80%, but
lack of basdine data preclude evauating changes. However, the ER in AP and UP as wdl as
the RAPS show mgor improvements in earlly initiation d bresstfeeding in the first hour and not
giving prelacteal feeds associated with program inputs. These are beneficia practices both for
the newborn (who receives colostrum, the important immunity-trandferring early milk that has
often been discarded in the past) and the mother (since it promotes contraction of the uterus,
reducing the incidence of excessve post-partum bleeding).

The newborn ER in UP found dgnificant improvements in the rate of home vigts by ANMSs
AWWs, and CAs in the first day, 3 diys and within one week after ddivery with the greatest
success in the rate of home vigtation by the AWW which was much higher than the vigtation
rate by the other workers. The ER in AP dso documented significant improvements for AWW
vigts within one week of ddivery but not foo ANMs or CAs in the intervention vs. the
comparison group. The RAPS dso found sgnificant improvement in percent of mothers with
infants @5 months visted a home on the day of birth by the AWW or ANM but not by CAs,
and in advice about breastfeeding received during these vidts in the firs week after ddivery. In
the ER in both AP and UP, there were dgnificant improvements in the advice given during
ANM and AWW home vidts on bresstfeeding and complementary feeding in intervention vs.
comparison aress, but not in advice on child hedth.

To gauge the overdl impact of the improved newborn care practices in UP, neonatd mortality
was measured. However, the ER did not detect any improvement in newborn survivd,
dthough in more controlled settings newborn care practices such as those promoted in
RACHNA have been aswociatled with reduced neonatd mortaity.  Potentid  explanations
include the posshility that the specific causes of newborn mortdity in the study population
were not susceptible to these generd preventive interventions (such as prematurity and low
birth weight); verba autopsy data are avalable and should be reviewed. The sudy dso
demondrated that the behavior change was progressive, and thus its effect was more likely to
come later in the study period. There was dso potentiad over-reporting of some positive
behaviors and the posshbility of low vdidity and imprecison of some of the indicators measured
intheER.

Discussion: RACHNA inputs appear to have generated important improvements in routine
newborn care a program scale. This was a new area for CARE and produced some of the most
exciting MCH results.  Program inputs gppear to be associated with substantial improvements in
many of the practices that the globd public hedth community has identified as “Essentid
Newborn Care” This demondration is sgnificant for India, which has recognized the need to
address newborn care and reduce newborn mortaity to meet its IMR reduction gods. However,
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this experience also suggests that more needs to be known about the contribution of these care
practices to mortdity reduction; for mgor impact, they will likdy need to be coupled to
sysematic improvement in care of low birth weight infants and to care-seeking and care for
serious newborn infections.  In a high neonatd mortdity environment, the expected effect of
these preventive interventions (inferred from the recent Lancet andyses (38)) would be modest;
however, on a population bag's, their contribution could be important.

Childhood Immunization The B-E daa show a very impressve increase in measles
immunization coverage of children 12-23 months of age as measured by card or recall
which nearly doubled from 37% at basdine to 71% a endline. This is an outstanding result
vay likdy due to RACHNA program efforts  Sgnificantly improved meades immunization
coverage was aso seen in the RAPS for card only but not for card and recall. There was aso
ggnificant improvement in the percentages of children 12-23 months who received BCG, who
were completely immunized and whose mothers possessed a veccination card in the
intervention didricts in the ER dudies. The RAPS data dso show sgnificant improvement in
fully immunized children 12-23 months by card only, but not for card and recall. However, no
dggnificant improvements were seen in children 12-23 months in the RAPS for receipt or
retention of immunization cards, nor for coverage with BCG or DPT3 vaccine.

Discussion: By dl accounts the success of the RACHNA program in greatly increasing
childhood immunization coverage is due to NHDs, this is the consensus among date and didrict
CARE, MOHFW, and ICDS officids. This is conastent with the results of smadl, program:
based, post-MTR studies in RA non-pand didricts, which found that roughly 80% of children
in the study areas received ther last immunization a the AWC. The benefits of convergence of
the ANM and AWW to coordinate immunization and other services in communities promoted
in RACHNA have become widdy accepted in the CARE areas and more recently beyond those
areas in RACHNA dates. As long as the take-home food ration is being distributed, the logic of
the NHD seems solid. However, as noted in previous evaduations, immunization coverage via
NHDs is substantidly affected by both supply and demand factors. Many supply sde factors —
like vaccine availability and competing Pulse Polio activities - are beyond the reach of CARE.
Shortages of DPT and meades vaccines gill are reported in some states.  Other factors, however
— like ANM scheduling and logisics — can often be resolved through district and block leve
convergence processes which CARE has helped strengthen.

The resolution of problems linked to low immunization coverage is likdy to be facilitated by
recent government actions which RACHNA proactivdly supports.  These include increased
political dtention to routine immunization coverage; the edtablishment of “immunizaion cels”
in some cases with seconded WHO officers, and the avalability of flexible funding through the
MOHFW. Some low coverage states (such as JH and UP) have hed semi-annud “catch-up
months” RACHNA played a centra role in the design, implementation and monitoring of these
efforts dong with the USAID Micronutrient Operations Strategy and Technology (MOST)
Project and UNICEF. Operationdizing such government actions has been a priority for
RACHNA assgance. At the nationd level and in many dates, didricts, and blocks, CARE dtaff
have made ussful contributions through participation in planning or micro-planning.



The relationship between factors a the community levd and the effectiveness of the NHD
drategy in resching digible children with immunization are incressingly clear.  Such factors
include the organizationd capability of the AWW and her coordination with the ANM. In some
placess AWWs reportedy have difficulty sysematicdly identifying children  requiring
immunization; one step taken by some ANMSs has been to prepare a “due list” for the AWW for
the next immunization day. In other aress, like selected didtricts of UP, CARE has supported the
devdopment of additiond tracking tools to identify children needing immunization. However,
these gpproaches, though seemingly sSmple and logcd, ae not beng implemented
gysemdicdly across the program. There are dso reports that some families are ether not
avalable or not willing to come for immunization when offered, despite reminders by the
AWW or CAs. There are dso ill hamlets where ICDS, and thus the AWW and the NHD, do
not reach. These locd operationa factors, combined with higher level systemic factors, appear
to limit the effectiveness of NHDs which theoreticdly should be able to reach dl the
gpproximately 25-30 under one year old children that typicdly require immunization in a rurd

village

As a note from one fidd vigt, the teeam would like to mention that it saw cases of severe
manutrition as a consequence of recent meades infection in children 12-23 months in two
different villages in Sitapur didtrict in UP.  When reported to the hedth officids, they dtated that
meades immunization coverage of children under one year was 100%, but that they had only
recently been authorized to do catchrup meades immunization for children over one year who
were missed as infants.

2. Maternal and Child Nutrition

The RACHNA Program sought to improve maternd and child nutrition both through increasing
the use of the services of supplementary feeding and micronutrient supplements, as wel as
through behavior change communication to improve infant and young child feeding (IYCF)
practices. CARE had a very gppropriate focus on pregnant and lactating women and children
under two years of age and their mothers in the RACHNA program. It worked effectively to
engage the ICDS and RCH programs to focus on these most vulnerable groups, noting well that
these are the periods when most damage of manutrition occurs, which is often irreversble in
older children. CARE advocated effectively at dl levels for greater atention to these key ages
and dages in the life cyde, which has been sordy missng in ICDS, which places higher priority
on its preschool component for children 3-6 years of age. As will be discussed below, the
program had consderable success with increesing the use of supplementation services, using
mainly the NHD drategy. However, RACHNA met with less success in improving the difficult
to change I'YCF practices, especidly complementary feeding. The team attributes this in part to
continued wesk counsdling skills of AWWSs and ANMs and the need for improved home vists.

Infant and Young Child Feeding Practices The program’s impressve success in improving
ealy initiation of exclusve breastfeeding as pat of essentid newborn care was reported above.
Lack of basdine data in the B-E preclude evauating changes in the percent of children under
24 months of age who were exclusively breastfed till 6 months post-partum, but only 44%
of infants were found to be exclusvely breadfed in the endline. There was no Sgnificant
improvement in this exclusve bresstfeeding indicator in the ER in AP and UP, but there was
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improvement in the converse measure of reduction in the percent of mothers introducing
complementary foods and liguds from 0-5 months. The RAPS data, however, do show
ggnficant improvements in both current exclusive breestfeeding rates and not garting liquids or
solids until 6 months among mothers of children 0-6 months.

For Complementary Feeding the performance indicator is the percent of infants, in program
catchment area, who received breast milk and solid mushy foods at 69 months of age and
the B-E data show an impressve improvement from 49% a basdine to 78% a endline.
However neither the ER nor the RAPS daa show a dgnificant increase in this indicator. In
addition to solid foods introduced by the right age, RACHNA'’s impact on improving the other
key appropriate complementary feeding practices was disgppointing. The percent of mothers
who gave a least hdf the recommended quantity of semi-solids to children 12-23 months
showed no dgnificant improvement in the ER or the RAPS.  Only 59% of mothers fed at least
half the recommended quantity in the five states of CG, H, MP, RA, and UP (the mgjority)!* It
is digurbing that this indicator is defined as half the recommended quantity, just because the
prevadence of mothers doing s0 is s0 low. The full recommended quantity, not half, isthe
minimum that children need to consume to grow normaly. The prevadences found
independently in UP and AP in the ER and in the RAPS dudies are very gmilar, strengthening
the find evaduation team’s confidence in these data While the ER dso shows no sgnificant
improvement in the 611 months age group in the percent of mothers who gave a least hdf the
recommended quantity of semi-solids to children, the RAPS data do show improvement in this
younger age group, which is an encouraging start, but sill prevaences are very low a 10-22%
in the 5 states mentioned earlier. Neither the ER nor the RAPS show sgnificant improvements
in mothers including a least three food groups, nor adding oil to the diet of their children 623
months. The ER daa aso showed no sgnificant improvement in feeding 623 months children
with adequate frequency, but the RAPS did. Ladlly, the ER study found that <5% of children
12-23 months had consumed any of the ICDS food rations in the past 24 hours.

Nutrition messages in RACHNA included feeding the sck child during and after illness which
is critica to reducing manutrition in India where children are frequently ill with diarrhea and
other infections much of the time. However, there was no ggnificant improvement in these
behaviors in the ER. The find evauation team was concerned O find no incduson of messages
on hand washing with sogp after defecation, before eating and before feeding young children in
order to prevent diarrhea in the RACHNA “Matrix of Community Behaviors and Systems Tasks
Needed for Reducing Child Manutrition and Mortdity,” nor in the Essentid Nutrition Actions
guide (21) or other job aids used to counsel mothers.

Discussion: The overdl concluson is that RACHNA BCC drategies were not effective for
ggnificantly improving infant and young child feeding practices. CARE worked with technical
assgance from the Linkages Project to design a behavior change counseling gpproach for
RACHNA, but decided that the five-day minimum traning in IYCF oounsding <kills
recommended by Linkages was not feasble and went dead without Linkages to do a two-day
traning indead. Midway through the program, with technica asssance from BASICS, CARE
developed the Essentid Nutrition Actions (21) approach, and the guide was published in May

“* In RAPS R3in the three other states the percent of mothers who gave at |east half the recommended quantity of
semi-solidsto children 12-23 months was: in AP- 34%; in WB- 31%; and in OR-43%.
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2005. The AWWSs observed in the team's fidd vidts dealy did not demondrate adequate
I'YCF counsding sills during home vists. ~CARE explained that it ddiberately chose to focus
on dissaminding the right information on complementary feeding quantities and qudity to
evay mother fird, reying on whaever communication skills the AWWs and ANMs dready
possessed to deliver those genera messages, rather than on improving AWW's and ANM'’s
counsding skills and developing more specific job ads. Their decison was based on the
redities on the ground where in many cases not even one percent of mothers were feeding ther
weaning age children the right quantities of solid foods.

While the find evauaion team found the IYCF content of the RACHNA behavior change
matrix mentioned above for each key stage for children 0-23 months excdlent as an overdl
guide, it gopeared very generd and didactic for use in home vists In dmilar nutrition
programs elsewhere it has been found more effective to deliver a more specific “right” message
to the “right” mother a the “right” time, by taloring advice to the mothe’s actud feeding
practices and the monthly weight gan of her child, and srengthening counsding skills of
workers for Asking (liening), then Assessing, and lastlly Agreeing on Actions or Negotiating
Behavior Change with mothers.  These necessary counsding steps are included in CARE's
Essentid Nutrition Actions (21), but did not gppear to be operationd a community leve.
CARE informed the FE team tha every dtae in the program went through a systematic process
of conducting formative research, identification of contextud bariers, prioritization of key
messages, and consensus building among different players before designing the communication
drategy and various materials. However, given the lack of impact, it gppears tha more effort is
needed to fine tune the BCC drategies for improving IYCF practices. Regarding CARE'S new
tools to improve AWW home vidts, the team noted that there needs to be better balance in
prioritization of which mothers and children to vidt, with more focus on vidting children 12-23
months than at present because greater focus has been placed on pregnancy, newborn and early

infancy.

Supplementary Feeding  Over $87 million in Title Il food was distributed through the ICDS
Supplemental Nutrition Program (SNP) over the five year life of activity (LOA). This food was
used primarily to support the delivery of a take home ration (THR), an idea tha CARE
promoted which helped the ICDS SNP better reach the most nutritiondly vulnerable— pregnant
and lactating women and children 6 to 36 months. ®  Prior to the take home ration, food was
only available for consumption on ste a the AWC, a practice that continues for children 36 to
72 months in the ICDS pre-school education program. CARE's INHP program also pioneered
the THR as an incentive to encourage people to make grester use of hedth and nutrition
services at monthly NHDs.

The B-E data show that the performance targets of 65% set for the percentage of pregnant
and lactating women and children 623 months, in program catchment area, who received
supplemental food from AWC were met.  Unfortunately, in the case of lactating women in the
firss 6 months pospartum questions on receipt of food from ICDS were not asked in a
comparable fashion in the basdine and endline surveys and 0 only endline data are available.

® To monitor progress over time, CARE also developed a management indicator using |CDS data that tracked
changesin enrollmentsin the THR program for each of these three target groupson an annual basis. CARE
successfully achieved the indicator.
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However, the RAPS data show dggnificantly improved coverage of dl three of the above
vulnerable groups, and the ER data show increased coverage of pregnant and lactating women.
The program was particularly successful in increesing coverage with supplementary feeding of
the mogt nutritiondly vulnerable children 6-23 months of age from 42% at basdine to 65% at
endine® However, some states performed much better than others. In OR state, for example,
over 80% of pregnant and lactating women and children 6-23 months received supplementd
food from the AWC in the endline, while in RA and UP, less than 50% did.

Discussion: The LOA targets were set a 65%, because only 65% of the population was digible
for supplementary food according to ICDS guiddines in force a the beginning of the project.
These guidelines were trandated into caps on different categories of beneficiaries a the AWC.
These caps were not dways wel understood in communities nor consstently gpplied and, in
addition to keeping overdl enrollments down, were widdy seen as excluding some €igible
people. This is changing now due to severd Supreme Court directives (November 2001 and
April 2004) which mandated that the ICDS provide supplemental nutrition to every child under
the age of Sx, every adolescent girl and every pregnant and lactating woman. Some dates, like
CG, MP and RA have encouraged the enrollment of dl €eligible beneficiaries as defined in the
Supreme Court decree. This led to an increase in enrollment beyond the CARE targets for its
management indicator (i.e, enrollment is over 100%) and helped pull up the al program
average. However, other states, including UP and AP, gtill maintain caps.

The need to trangtion to locdly procured food in INHP Il, which began in lae 2002,
temporarily reduced the avallability of food aa AWCs (See Section F for a more detaled
discusson of the food trangtion). This problem was rdaively short-lived, however, with the
nine RACHNA dates able by the last quarter of 2004 to subgtitute local food for most of the
Title Il CSB that had been imported by CARE.”  The more lasting problem, and one that CARE
daff are continuing to try to solve, is the decison made by severd dates, upon trangtion to
locdly procured foods, to eiminate the THR for women who are pregnant or lactating or have
children 6 to 36 months. The only way these target groups can now take advantage of the SNP
is to eat the food on sSte a the AWC each day. This reverson to on-ste feeding is having a
regressve effect, dnce it is much more difficult for those who live further from AWCs and/or
those who are poorer and have to work outside the home each day to benefit from the program.

The continuing inequities in SNP access and participaion in the ICDS program in generd due
to geographicad location, socid and culturd datus, etc. aso reman a condraint to achieving
impact. More proactive measures will be needed in addition to the Supreme Court mandate to
insure universal participation by those who need the program the most. Poor families, whose
members have to work dl day, for example, will continue to find it hard to take advantage of
the food and other ICDS sarvices if they are only made available during their working hours, a

® According to datafrom the baseline and endline surveys, the percentage of pregnant women receiving
supplemental food from the AWC remained constant at 68%.

" Thiswas the conclusion of adetailed analysis of the food transition by the International Food Policy Research
Institute (IFPRI) (23). According to the IFPRI analysis, the aggregate shortfall as a percentage of requirements was
lower in thelast quarter of 2004 (15%) than the minimum shortfall before the transition (19% in the third quarter of
2001). Thisisin contrast to the transition period of January-March 2003, when the shortfall was as high as 90%.
Per CARE'sFY 2005 Results Report the states delivered 70% of the targeted amount of grain for ICDS.
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dtuation that JH date is trying to ded with by testing on a pilot bass making services available
in the evening.

Micronutrient Supplements Anemia is a mgor problem aflicting women of reproductive
age and young children in India that is exacerbated during pregnancy. The ICDS works with
the RCH program to provide Iron/Folic Acid (IFA) supplements to pregnant women and to
young children and RACHNA worked to strengthen these services, especidly through delivery
a NHDs and increasing home vidits and contacts in pregnancy by AWWs and ANMs.  CARE
very successfully took advantage of the traditiond gode bharai ceremonies for women in the
third trimester of pregnancy in JH, CH, and AP to emphasize the importance of pregnancy and
birth preparedness reated messages including the importance of consumption of IFA. The B-E
data show an increase in the percent of women, in program catchment area, ddivered in
past year, who received 90+ iron and folic acid tablets during pregnancy from 39% at
basdine to 50% a endline.  Similar improvements were seen in the ER in AP and UP and in
RAPS, which aso showed improvement in consumption by pregnant women of dl IFA
received. The ER aso showed increased receipt of iron tablets/syrup by children in AP and UP.
However the prevaence of anemia was not sgnificantly reduced in pregnant women or children
intheER.

Increasing coverage of semi-annud, high dose Vitamin A supplementation for children was dso
a priority for RACHNA. These supplements are provided by the RCH program in coordination
with ICDS, garting with the first dose & 9 months of age dong with meades vaccine. The B-E
data show a subgantia increase in the percent of children 18-23 months who received at
least two doses of Vitamin A from a mere 5% at basdine to 27% a endline. The ER dso
shows dgnificant improvement in Vitamin A coverage of children 12-23 months of age in AP
and UP.

Discussion:  Given the low hemoglobin levels and severity of anemia in Indian women it has
been recommended that supplementation begin prior to pregnancy, and this would be
particularly advantageous in adolescent girls. The pregnancy window is too short to reduce
anemia adequatdy. These are policy reforms to advocate in the future with ICDS and RCH
policymakers.

CARE worked effectively with USAID’s MOST Project in UP and JH to organize semi-annud
intendve rounds that were successful in boosting coverage with Vitamin A in both of those
daes  In addition, NHDs served as effective ddivery points for reaching children with Vitamin
A. CARE dfectivdy used block and digtrict level planning and reviews to solve supply chan
problems and get grester focus on Vitamin A, while dso usng BCC drategies to increase
demand for Vitamin A. Nevethdess, coverage with Vitamin A remans surprisngly low. As
was mentioned under immunization, CARE has been working with ANMs in some aress to
cregte “due ligts’ to identify children due for Vitamin A and assure more complete atendance
for this service a NHDs, working together with the AWWSs.  This best practice should be scaled

up.

Maternal Nutrition The RACHNA program appropriately sought to improve women's dietary
practices in pregnancy by promoting consumption of one additiond med a day and a greater
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variety of foods, as well as promoting taking rest 12 hours per day to increase weight gain and
prevent low birth weight. Incressed and more varied food intake was aso promoted for
lactating women.  Significant improvements were seen in the ER intervention didricts in the
percent of mothers of children 323 months of age who said they ate 3 or more meds per day
and who sad they ae ydlow/orange fruits in their last pregnancy, as well as in the percent of
currently pregnant women who said they did. Significant increases in the percent of currently
pregnant women reporting that they ate food from the AWC were dso found in the intervention
areas. However, reported consumption in pregnancy of other recommended food groups and
snacks did not increese ggnificantly in the intervention didricts and nether did red.
Unfortunately there are no data in the ER on changes in digtary practices among lactating
women. No dggnificant improvement in pregnant and lactating women's Body Mass Index
(weght for height), was seen in the ER intervention didtricts. It is regrettable that these
materna nutrition outcomes were not deemed important enough to be measured in the RAPS
data given to thefind evauation team.

3. Family Planning and Reproductive Health Outcomes

It is important to remind the reader that the findings in this section relate only to the 300 blocks
in 4 of the 9 RACHNA dates where the rurd Chayan program is implemented, namely CG, JH,
RA and UP. In those dtates, rural Chayan took place in 72% of dl INHP Il blocks and AWCs.
From July 2002 to September 2003, Chayan went through a long preparatory phase — recruiting
and orienting daff, and dakeholders, designing the operationd drategy, conducting basdline
assessments, training trainers, mapping private providers for RTI/STI treatment, and arranging
for supply of free contraceptives from the RCH program as wedl as socid marketing
partnerships. Family planing ad RTI/STI inteventions were initisled in the 10%
Demondgration Stes from July to October 2003 and were limited to these dtes through
December 2004. Avallable data, corroborated by impressons from field visits and interviews
with the CARE RACHNA team, indicate that access to and use of birth spacing methods have
increased. There is greater awareness of and openness to discuss RTI/STIs, but referral systems
for treetment gill need work. The initid postive results of the large scde Chayan program will
be of immense vaue for the public hedth sysem in India The results are discussed in detal
below.

Prevention and management of Reproductive Tract and Sexually Transmitted Infections

The B-E surveys show that the percent of index women in the generd population who are
correctly aware of at least two signs and symptoms of RTI/STI increased from 30% at basdine
to 56% a endline. In the third round of RAPS the percentage of mothers of children 6-23
months in the four Chayan states who reported suffering from an RTI/STI problem in the past 6
months ranged from 12% in CG of whom 35% reported seeking treatment to 48% in JH of
whom 31% sought trestment.

One 2006 Chayan Milestone not met was that 25% of project areas would have private provider
networks for referring/tresting RTI/STIs.  The origind program design of Rurd Chayan had
private providers as the main source of treatment for women with RTIg STIs and not so much
public sector providers. The focus on private providers was conceptudly flawved. CARE made
consderable effort orienting private practitioners to RTI/STI (1,882 in Demondration Sites in
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FY 2005) and urging them to refer their patients to more qudified physcians (MBBS doctors)
rather than treat the RTI/STI themsdves. However, over time the RACHNA team redlized what
an overwheming chdlenge it would be to organize and regulate private sector providers to
ddiver qudity care, within the time frame avalable and for an organization like CARE (more
socid development oriented than hedlth oriented). Fortunatdy, the RACHNA team shifted the
project’s attention to the more redigtic god of strengthening referrds to public sector MOHFW
Community or Primary Hedth Centers (CHC, PHC) ingead. While referrd dips and cards
have been introduced by CARE, they are being variably used and tracked a present. Smdl
dudies in UP and JH indicate that of those who are referred, only around a third complete
treatment, but without partner trestment.

Discussion: CARE's rationade for working on RTI/STIs was sound, namely: (a) to address
women's hedth more holigticaly, not just targeting women as mothers or trying to control their
fertility, (b) sexud and reproductive tract infections can affect acceptance and successful use of
family plaming methods, and (c) RTI/STIs incresse vulnerability to HIV infection.  One
common resson for not seeking treatment of RTI/STIs is the unavalability of RTI/STI
medicines a the CHC or PHC, which will need further work. Ancther factor is low priority
gven to reproductive hedth by women and their redricted mobility and hedtaion to
communicate about infection. Strengthening referral and trestment through the public sector is
amore redigtic option that the origind agpproach through the private sector.

Access to contraceptives for birth spacing ~ While the RCH and ICDS programs had
edablished a nationd norm of having contraceptives in AWCSs, few places have implemented it.

Thus, the increased access to free contraceptives in the AWCs as a reault of Chayan is
noteworthy. By December 2005, 68% of AWCs reported having free contraceptives againgt the
FY 2006 milestone of 30%. This huge increase in access was achieved through regular ICDS-
RCH coordination between the AWW and the ANM on supply needs, especidly a improved
ICDS supervisory sector level meetings promoted by RACHNA pos-MTR. Socidly marketed
(SM) contraceptives are dso available in many villages due to RACHNA, often with the AWW,
as well as in other locations, as will be discussed later. During the field vists RHCAS were not
found to be depot holders. When both the free and the SM supply are available a the AWC,
CARE reported that people generdly prefer the free supply from the AWC, and to buy the SM

product from a shop.

Awareness of contraceptives. While regrettably the find evauation team did not have access
to basdine data from the B-E for the following variables they are neverthdess an interesting
indication of the status of knowledge and awareness across the four states by the end of Chayan.
At least one locd myth on use of ord contraceptives was rgected by 46% of women and one
myth on condom use by 29% of women. Women who reported that they were offered a choice
of methods were 42% of al current users of any modern spacing method.

Use of contraceptives. Chayan daes have a high unmet need for family planning services. In
the 1998/99 NFHS use of spacing methods was very low there. In the B-E, the percentage of
women currently using ether condoms with their partner or ord contreceptives, athough dill
very low, nearly doubled from 6% & basdine to 11% & endline. CARE had planned to reach
this prevalence by 2008 after a sx-year effort, but impressively was able to achieve it in the
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reduced timeframe of four years. Condoms were used dightly more than ord contraceptives,
but the increase in use over basdine was much greater for ora contraceptives. The RAPS data
from Round 2 ( R2 in 2004) to Round 3 (R3 in 2005) showed sgnificant improvement in
women currently usng any moden birth spacing method in two of the four sates (CG and
RA), but not in use of any family planning method or modern methods in generd across the
four dates. The evduation team's field vidts to CG and UP indicate that the program can be
further drengthened by improving contreceptive counsdling skills of AWWSs, ANMs, RHCAs
and CAs to: (@ make optimad use of counsding materid (flip charts) during home vigts, (b)
better communicate advantages and side effects of each contraceptive method, so that ‘informed
choice istruly informed! and (c) by involving men.

Social Marketing (SM) of contraceptives was centrdl in the origind Chayan proposal, but
emerged as a less successful component.  The intent was to give people with the ability to pay
an affordable dternative to free contraceptives. Over the project period, especidly post MTR,
CARE's focus shifted drategicdly to assuring free contraceptive supplies to AWCs through
coordination with ANMs, and leveraging existing SM agencies present in the Chayan areas for
coordinating BCC events, as well as opening new SM outlets, without CARE having to pay
them to do s0. By the time of the find evduation, CARE's interventions had resulted in
availability of SM contraceptive supplies in 32% of village vs. an FY 2006 milestone of 50%.
The fidd vidts as wel as documented evidence from the states reveded that SM contraceptive
sdes are low in rurd areas where purchasng power is low. The B-E endline found that more
women were aware of at least one free contraceptive source (59%), than were aware of an SM
source in their catchment area (39%).

Discussion: The Socid Marketing didribution networks were established through a financid
agreement between CARE and Population Services Internationd (PSl) and non-finencd
partnerships with Hindustan Latex Limited and DKT Internationd. The partnership with PS
a0 induded a BCC component. CARE's origind five-year agreement with PSI was scaled
back due to the reduction in USAID Population funds for Chayan in April 2004. Of the three
Chayan dates that PSI started working in —JH, RA, and CG — it was later decided that PSI
would pull out of CG due to locd operationd problems with networking and coordination at
date and didrict levd. The current agreement with PSI covers only development of the
contraceptive digtribution network and not BCC. According to the PSl representative, the
partnership with CARE enhanced PSI’s own capacity and credibility among HFW departments
and among other donors. Socid Marketing has been a somewhat new area for CARE and
required consderable capacity building of CARE's own daff. CARE Didrict Team members
in a couple of didricts desired more empowerment to coordinate with the SM agencies at loca
level to increase coverage of inaccessible areas, instead of coordination managed mostly a Sate
leve.

Chayan interventions needed more time to achieve their full benefit than they have had, due
to the shortened project timeframe. The chalenges Chayan faced to increasing acceptance of
birth spacing methods and awareness and treatment-seeking for RTISSTIS were great. There
has been an overwhdming emphasis on derilizetion by the GOI's family planning program for
decades. Also, this is the preferred option by mos women. Smilaly, within the culturd
contexts in which women view ther bodies, as well as ther limited access to information,



Chayan st out to breek many, many barriers, and these too at scde. Persigtent and intense
community processes ae required to breskthrough socia taboos to empower women to
acknowledge and address their reproductive hedth problems. The project did not have sufficient
time to nurture the RHCAs and CAs s0 that they could have become more effective at
mohbilizing women and partners to address RTI/STIs. The RHCA related recommendations of
the MTR could have been followed up had there been more time. Also, given the fact that the
hedth sysem has never been geared to providing RTI/STI services a the primary levd,
engaging the system to provide qudity referrd services definitely needed more time,

In summary, reproductive hedth and family planning are improving as a rexult of Chayan:
increased knowledge of spacing methods, use of condoms and ora contraceptives, availaility
of free supplies a the AWC, and awareness of RTISSTIs. This is an excdlent example of
convergence between the ICDS and RCH programs fostered by RACHNA. Providing family
planning services for birth spacing a8 AWCs should be an essentid part d ICDS nationdly, and
it would be very cost-effective for USAID and other donors to invest in programs of this type to
advance family planning in rurd India  Additiond suggestions in terms of the extent of
unfinished work in reproductive hedth in RACHNA program areas can be found in Annex 3.

4. Contactsby AWW, ANM, RHCAsand CAs

For Maternal Child Health and Nutrition Home vidts are probably an essentid part of an
effective behavior change drategy for this program, because fidd experience suggests that
NHDs ae too busy and crowded — and mothers themsdves too hurried — to dlow for
meaningful educationd activities or counsding there.  Avalable ER and RAPS data indicate
that there have been sgnificant increases in home vidts by this important group of potentidly
effective behavior change agents during pregnancy, the neonatd period and the firs 9x months
of life. However, the RAPS did not find dgnificant improvement in home vists to weaning age
children (6-11 months). During fidd vigts, home vidts to children 12-23 months appeared to
be emphasized less and no RAPS daa were collected on them. Unfortunately, the nutrition ER
did not collect baseline data on home vidts to children 6-23 months of age.

Discussion: There are important issues regarding the effectiveness of home vidits by AWWSs
and ANMs. The program’'s post-MTR approach of life cycle prioritization and systemdtization
of vigts and the devdlopment and use of information, education and communication (IEC)
materids geared to this life cycle has the potentid to enhance the effectiveness of these vists
and definitdy requires further evduation. However, the key to effectiveness of even these
enhanced approaches will be the levd of counsding skills of AWWs and ANMs.  Fed
observations and reports suggest that these skills are limited, especidly with regard to the three
key seps of: (1) asking (ligening); (2) assessng and problem solving; and (3) agreeing on
action with caregivers to change behaviors, such as child feeding, that have multiple
determinants. It gppears that the counsding skill-building training and job ads of the program
need to be drengthened to move the home vidt from a basicaly didactic delivery of messages
to a more effective behavior change approach. It is dso noteworthy that the ANM has no tool
for home vists comparable to the tool developed by CARE for AWWSs. Given the gresater
technicdl knowledge and credibility of the ANM, and her rdative lack of supervison,
development and evauation of such atool may be worthwhile,
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Change Agents (CA) were an INHP | best practice, rolled out on a grand scde in the early
years of INHP Il. Three to five femae volunteers were sdected from each village to cover 15
20 households each and do community mobilization and outreach work, home vidts to counsd
families on hedth and nutrition, and assist the AWW and ANM. By the end of 2005, 48% of
the nearly 95,0000 RACHNA AWCs had a CA, achieving CARE's target of having a CA in a
leest hdf of the villages. Change Agents in the Demondration Sites were provided three rounds
of training of two days each, but in Replication Sites only two rounds of training of two days
each were provided. Although information and anecdotd reports from some dtes suggest a
postive role for CAs, ER and RAPS data and CARE's own andysis across the project indicate
that CAs have not been active in reaching households and that the households reached were
often dso reached by AWWSs.  This finding was the bass for CARE's post-MTR shift to
systematizing and strengthening home vidts by AWWSs.

Discussion: According to CARE gaff, the ICDS Supervisor was supposed to sdect CAs that
met certain criteria, but at times delegated these sdection responshilities to AWWs and the
prerequistes were not drictly followed. Some volunteers may accept their duties for a year or
0 hoping to get a government job as a result, but then become disenchanted when no job
materidized, 0 finding ways to motivate them was a chdlenge. Sdecting CAs from among the
anganwadi mothers is one suggestion, especialy role model mothers of hedthy babies. Poor
sdection is one of the fird places where programs built on community volunteers can bresk
down, and the MOHFW is eager to learn from CARE's experience to avoid smilar problems
with the new ASHA Community Hedth Activitig in the GOI's Nationd Rurd Hedth Misson
(NRHM). Some of RACHNA's CAs have dready been sdected as ASHAs especidly in CG
and JH. RACHNA’s CA experience should be documented and disseminated to inform the
section and training of ASHAS tha is currently underway. In RACHNA, Change Agents
seemed to work better where part of an officid government program, eg. the Mitanin hedth
volunteer in CG dae, a finding which holds promise for the MOHFW's ASHA. Although
there were clearly limitations to the CA drategy, the find evduation team is convinced tha the
workload of the AWW and ANM are too great to cover adl families in the village adequatdly,
paticulaly with home visits, without some assgance by other village volunteers. However,
CARE found Chenge Agents more usgful in minimizing socdd exduson, and mobilizing
familiesto utilize hedlth services, than in making home contacts and providing counsding.

For Reproductive Health and Family Planning The AWW and ANM are reported to be the
man source of advice on family planning methods. In the RAPS between R2 and R3 an
increased percentage of women with children 6-17 months reported having been contacted in
the previous month and receiving family planning advicee.  AWWSs are using the Eligible Couple
Regiger and preparing digible couple ligs in UP and JH and usng these for counsding, in
gmilar fashion as the successful innovaion of making “due ligs’ for children to incresse
coverage of immunization and Vitamin A.

Per the Chayan desgn, Reproductive Health Change Agents (RHCAS) were intended to be a
mde and a femde in eech AWC aea who would counsd target families on Birth Spacing
Methods and RTI/STI refards. At the time of the find evduation, 31% of the villages had
RHCAS mesting the FY 2006 milestone of 30%. During the team’s field vists we encountered



no mae RHCAs. The sdection criteria for CAs and RHCAs are very good but problems in
implementation were observed on the team’ s fidld trip.2

Discussion: Early implementation of RHCAS reportedly varied across the daes.  In some,
RHCAs were sdected and trained from among existing CAs. In other states, new couples were
selected, thereby creating an additiond community resource.  The pot-MTR approach of
upgrading exising CAs to RHCAs worked as a motivator, and it was easier to build on ther
basic traning and competence. An additiond advantage of upgrading some CAs to RHCAs was
that then there were more than one couple present in the village. The find evauation team has
the following suggestions for improving the training of RHCAs Gender and sexudity need to
be induded in the contents and the initid modules of traning should be conducted separately
for the mde RHCA and the femade RHCA, with the mixed group being brought together once
their comfort levels for discussing sexudity issues have increased.

C. Assessment of Program I nputs and Processes
1. Strengthening ICDS and RCH Systems

Increasing Access to Services and Convergence between 1CDS and RCH CARE has
exceled a promoting convergence or a coming together of various programs and organizations
— ICDS and RCH in paticular — under the RACHNA program in order to improve service
ddivery. This is a theme tha is very popular in India CARE found in the RACHNA program
that its work in two didricts in RA date to get the ICDS and HFW departments to dign the
supervisory sectors of their workers paid off in terms of better coordination, particularly
between the AWW and the ANM (42). The most successful and principd CARE innovation for
achieving ICDS/RCH convergence and increased use of hedth and nutrition services is the
Nutrition and Hedlth Day (NHD. The idea behind the NHD is rdaively smple. Use the THR
as an incentive to attract people to the AWC once a month and arrange to have the AWW
(ICDS) and the ANM from the HFW department together a the AWC to deliver nutrition and
hedth services induding immunization, atenatd care, Vitamin A, IFA and child weighing.
These days are ds0 seen as a focd point in many villages for increesng community ownership
and oversght through paticipation of panchayats, CBOs, and women's sdf-hdp groups
(SHGs). The NHD aso has been widdy accepted within both the ICDS and RCH systems and
by locd and dtate governments, with UP, RA and MP sate governments adopting the practice
state-wide. High adoption rates for the NHD are also seen in CG, and OR dates.

As noted earlier he NHDs are not the best venue for nutrition and hedth education, counsding
and conducting antenatd exams. There are dso ongoing chdlenges to sugtaining the NHD,
incduding: (1) continuing irregularities in food and medicd supplies & AWCs (2) changes in
the way SNP is implemented, a reverson back to on-dte feeding, for example, instead of a
THR; (3) irregular participation by the ANM, due to other duties such as the need to participate
in Pulse Polio or derilization campagns, (4) lack of dignment of the sector supervisory

8 |n Bhadesar Mao in Lucknow District for instance, we met amother-in-law CA and a daughter-in-law RHCA and
saw the gender power relations being fully played out — the daughter-in-law was not allowed to engagein
discussions with us. Inthe samevillage, the AWW and a CA are aunt and niece, indicating a clustering of power
in certain families.
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boundaries established by the ICDS and HFW; (5) the presence of a nearby health center which
eliminates the need to participate in the NHD in order to access hedth services, and (6) venue
problems which result in NHDs for severd AWCs being merged and held together in schools,
asisthe case in UP, which discourages attendance by people living in more remote aress.

The team and CARE are concerned about the food dependency of the NHD modd. Food needs
to be avalable a the AWC on a regular bass and in the form of a THR for this mode to
succeed.  When food is not available, participation and immunizations drop. Concern about the
effect of lack of food on NHDs increased during the trangtion from CARE-supplied CSB to
state-procured food grain rations. CARE wisdy added a management indicator garting in FY
2004 to carefully monitor this problem and work to minimize it, namely the percent of AWCs
where immunization and/or an antenatal check-up were provided on a scheduled NHD, in
the absence of THR last month. The indicator stood a only 27% when initidly measured in
FY 2003 during the height of the food trangtion, when food supplies a AWCs were a higtoric
lows, but disurbingly remained at that leve through FY 2005. At most recent measure for the
period October to December 2005, there had only been a dight improvement to 33%, far below
the expected target of 80% by the end of INHP 1. ° It is dear that this is a continuing problem,
in many ways beyond CARE's control now that states supply most of the food, and that CARE
is unlikely to meet the target by the end of the program. While CARE has devoted considerable
effort to ensuring that the food gets to the right place a the right time in the right form, and to
ensuring that hedth services go forward a NHDs with or without food, it has not been able to
achieve much improvement. Therefore, the find evauation team recommends that CARE give
condgderation to experimenting more with an NHD mode that can achieve corvergence of
hedth and nutrition services a the community in the absence of a food incentive, as we
understand it did in West Bengdl.

Focusing Supervison and Home Visits on Most Critical Life Cycle Interventions: CARE
has done an excdlent job working b engage ICDS and RCH systems and workers on the most
citical phases and interventions in the life cycle from pregnancy through the first two years of
life for achieving maximum impact on reducing infant mortdity and manutrition. The team
found most promisng the new post-MTR tools and approaches CARE has introduced for
sharpening the focus on improving hedth and nutrition outcomes and recommends that these be
thoroughly tested to develop a solid evidence base for making decisons before recommending
them for broader use. The post-MTR supervisory tools and home visit procedures developed by
CARE may ad in increasng the effectiveness of ICDS supervison.  However, achieving truly
supportive and effective outcome-oriented supervison is likely to require additiond inputs.

Because there were no quantitative data or systematic evauation of RACHNA's efforts to
improve supportive supervison dement of the ICDS and HFW systlems, the evauation team
was ale to gan only limited indght into this important component. As noted by one team
member, the RACHNA program has had a principd focus on inputs, tools, and activities for
community levd, front-line workers — AWWSs and ANMs.  However, the supervisory leve
needs to play a dgnificant role in renforcing and sugtaining those operationd level activities.
Also, especidly in areas without NGOs, supervisors ae required to play a key role in
dissemination of new practices in the RACHNA program. There gppeared to be less focus in

% The denominator for thisindicator isthe 46% of all AWCs that did not have the THR available.
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RACHNA on dgrengthening the supervisory role and management <kills of the block levd
officid in charge of 1CDS, the Child Development Project Officer (CDPO). Since this officer’'s
job description includes these critica functions, it would seem more sustaindble in the future to
srengthen CDPOs, rather than have NGOs take on many of these responshilities as done in the
post-MTR RACHNA approach.

In the better AWCs visited, there were clearly examples of excdlent ICDS supervisors who had
grasped the RACHNA program agpproaches and supported AWWS in implementing those
approaches and even in solving problems. This is the ided end product. However, there is
subgtantid, though not systemdtic, evidence of weekness in the ICDS supervisory function.
There are large numbers of vacant podts in the supervisory cadre (e.g. in AP, Bl, and JH dates),
resulting in overload of existing supervisors (who are dready normaly supposed to oversee 20-
25 AWCs). Nonsysematic observatiions combined with limited data aso suggest that
upervisors may not be highly effective in supporting  RACHNA program  dements.
Supervisory vidts are reportedly often largely directed to mechanical processes, such as
compilation of data and review of food supplies. The communication between AWW and
supervisor, both during supervisory activities in the AWC and a meetings, appears often to be
hierarchica rather than supportive, this makes identification and cooperative resolution of
problems less likdy. In regards to outcome-oriented supervison, while supervisors have tools
to aggregate (and even computerize) data, it is not clear that they have an anaytic gpproach to
underganding and udng these data The findings of the CARE team in AP that the aggregate
data in the ICDS Monthly Progress report are not very useful, but continue to be collected (and
now entered) by supervisors supports other observations suggesting that supervisors are
generdly not trained in or oriented toward anaytic, problem-solving.

If effectiveness of ICDS supervison has shortcomings, it appears that on the HFW side support
and supervison of ANMs is largely absent. At the sub-center level, ANMs are supposed to
share their workload with a “Mae Multi-Purpose Worker;” however, this pogtion is reportedly
sdom filled. There are dso reportedly a high proportion of vacancies in the ANM's
supervisory level, the “Lady Hedth Vistor” (LHV); where LHVs do exid, they reportedly are
often occupied with responghility for supervisng dlinica activities in PHCs and frequently do
not get out to vist ANMsin sub-centers.

It is important to clarify tha most of the above weaknesses in supervison are system gaps and
not gaps in RACHNA implementation. The causes of problems such as vacancies are complex
and the team underdands that some locd governments are devisng cregtive solutions.
Meanwhile, RACHNA has been able to prove that even with such systemic deficiencies in
supervison that results are 4ill possble The find evauaion team concludes that for both
effectiveness and sudainahility, any future nationd or date-wide effort to gpply the experiences
of RACHNA will need to devote more resources and attention to strengthening both the
numbers and functiondity of this important second (supervisory) levd of the ICDS and HFW

ddivery systems.
Strengthening Supply Chain Management CARE has developed considerable expertise over

many decades in managing food commodities and is uniquely qudified to assg the nine
RACHNA dates to drengthen their supply chain management sysems. Until the end of 2002,
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CARE focused on managing the didribution of the Title Il CSB and refined vegetable ol
imports directly, but the ban on CSB imports forced CARE into transferring supply chain
management technology to the dates earlier than it might otherwise have done. As a result of
experience gained during the trangtion, CARE and the governments have identified wesknesses
in the state systems, which CARE has the tools and organizationa know-how to address.

At the beginning of the trangtion, CARE worked closdy with the state governments to develop
program budgets for locd food procurement, fix ration sizes and develop recipes compatible
with the Title Il ail that continued to be distributed through the SNP. However, CARE daff
have the capacity to do much more, as the recent experience in AP suggests. In that state CARE
commodity staff have developed a one day training course and provided technical assgtance to
improve government counterparts knowledge of key aeas of commodity management,
induding need-based planning, procurement, didribution and alocation (based on the AWC
cdosng badance), reducing commodity losses and improving dSorage and  warehouse
management practices, proper targeting and dlocation of commodities based on needs, and
improved reporting and accounting practices. As pat of ther capacity building efforts, the
commodity staff aso undertook a pilot exercise in one of the blocks which included the andysis
of the commodity flows from the block to the AWCs and the development of a Smple system to
alocate the food resources among the centers based on need. This sysem was tested
successfully and the ICDS has committed itsdf to replicate it throughout the stete. Now the
CARE daff are adapting the software that CARE uses to monitor commodity stocks and flows
to the ICDS system, a development that the ICDS date office is extremey interested in. If the
date ICDS is able to computerize reporting systems, this will reduce the time and effort spent
preparing reports, reduce errors, and enable offices to easily aggregate data from the AWCs to
the block, district and State levels.

The extent to which CARE has applied its experience in managing food supply chains to help
improve logidics sysems for other supplies including drugs, vaccines, contraceptives,
micronutrients, etc. was aso reviewed. According to CARE daff, the potentid for broadening
out into drengthening other commodity management sysems essentid to the RACHNA
package of interventions was looked into a the beginning of INHP Il induding through a
CARE-sponsored  externa andlyss. A decison was made by CARE not to enter into
drengthening these other logidics systems, but ingead to give the responghility for solving
these kinds of problems a loca levd to the Government Partnership Officer on the CARE
Didrict Team. By dl reports the CARE Didrict Teams provided invauable hdp with locdl
problemsolving. However, the find evaudion team condders this a less sustainable option,
and a missed opportunity for CARE to have had a laging impact on srengthening HFW
sysems a a higher levd to assure improved availability of the drugs needed for RCH and ICDS
essentid hedth and nutrition services in the RACHNA package.  We recommend that CARE
saize future opportunities to share its expertise in logigtics.

Convergence and Coordination Mechanisms Bassd on CARE's end-of-project
documentetion, limited observation, and the draft Quditative Assessment Report, the
convergence and coordination mechanisms indituted under RACHNA are a mixed success (11,
26). The pros and cons of food incentive dependent NHDs have dready been discussed. At the
management levels (sector, block, and didrict) there appears to be more variation in the
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functiondity of other convergence mechanisms. Block Level Resource Mapping (BLRM- a
CARE Best Practice from INHP ), was de-emphasized pos-MTR, but planning and program
reviews a Block Levd Advisory Committees (BLAC), and Didrict Levd Advisory
Committees (DLAC) continued. In many dates, the BLAC, with paticipation of PRI members
and block officids from different departments, review the program. Regulaity of BLAC
mestings and quality of discussons vary across blocks. Project data indicate that only about
haf of blocks have quarterly BLAC meetings (range: 25% in RA to 75% in MP). In JH dSate
the team witnessed a BLAC meeting involving ICDS, HFW, and locd officds in which
aggregate hedth and nutrition outcome data were gppropriately used as the thematic focus of
the meeting. These data sparked a subgtantive discusson on “left-outs’ and immunization in
digant hamlets, but no notice of the perssent 60% rate of childhood manutrition (despite
earlier questions by the team about manutrition in the area). The team was informed that some
BLACs were “dormant;” and that in one areg, this coordination function had been moved to the
PHC leve (usudly severd PHCs in a block), with the PHC Medica Officer convening and the
ICDS CDPO reportedly attending each of these medtings within their block. This might be a
useful option for advancing the loca ICDS-RCH convergence process. It might also increase
the engagement of HFW, whose reatively lesser engagement and ownership of RACHNA
processes is frequently described by nformants, corrdaing with project data showing that only
about 40% of blocks have even quaterly ANM participation in a least haf of al sector
mesetings, and that there has been lessimpact on increasing home visits by ANMs.

Didrict level convergence mechanisms dso gopear vaiable in function and effectiveness
depending in large part on the drength of the CARE Didrict Team and the involvement of the
Didrict Magidrate. In places where the Magidrate is interested and engaged, participation and
action by dl rdevant patners are much more likely. Despite their variability, the exisence of
these convergent groups is apparently of use to local processes in responding to specific tasks,
such as micro-planning for immunization caichrup rounds. Such task-oriented functions may
sudtain these groups, the best way to support convergence in routine management and oversight
functions may need further evauation.

2. Community Outreach and M obilization

The role of Change Agents and Reproductive Health Change Agents in CARE's community
mobilization and outreach drategy has been discussed earlier.  CARE has been successful in
adso working with Community Based-Organizations (CBO - mosly women's groups) and
eected village councils, Panchayati Raj Ingtitutions (PRI), to create enabling conditions,
generate demand for services, reduce sociad excluson, monitor the quality of the program and
hold service providers accountablee. A measure of this community involvement is CARE's
management indicator percent of Nutrition and Health Days where CBO and/or PRI
participated, last month with its end of program target of 30%, which it had well exceeded
with 45% participation by December 2005. CARE aso had a Milestone by 2006 that 30% of
the villages in Chayan would have CBOs working on reproductive hedlth issues, of which there
is no good measure beyond their generd participation in NHDs as dated above. It is less clear
how well CARE has been able to orient CBOs and PRIs to hedth and nutrition outcomes so that
they drive to achieve specific results in improving these in their villages.
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Involvement of PRIs and CBOs is varidble across states and affected greetly by politica factors.
In CG, OR and MP, the government emphasis on PRIs has given a boost to ther involvement in
the RACHNA program. During fidd vidts in CG, we learned that the PRI’s involvement in
NHDs resulted in a government directive to discuss Hedth and Nutrition issues in the Gram
Sabhas (Village Genera Assemblies). Panchayat members engaged with us about the program
in eech of the sx AWCs vidted. In WB and RA, as well as CG, monthly meetings at the Gram
Sabha level are being conducted by PRI members and performance of ICDS and HFW
functionaries reviewed periodicadly. Conversdy, dates like JH, AP, and UP have had limited
emphass on PRIs In JH, CARE leveraged other government development programs to
promote participation of CBO members in Hedth and Nutrition. In AP, CARE built capacities
of mothers committees formed by ICDS to manage the AWCs. In UP we were told by a Block
Devdopment Officer that Village Hedth Committees are beng formed. The government
agenda of condiituting Village Hedth Committees under the NRHM as well as inditutiondizing
community-based monitoring sysems could provide opportunities for CARE to advance
community mobilization.

If future opportunities arise, it would be useful for CARE to develop modules and toolkits to
educate PRIs and CBOs on hedth and nutrition and strengthen their involvement in striving to
achieve hedth and nutrition outcomes in ther villages. CARE's experience with CBOs and
PRIs should be sysematicadly documented and disseminated at nationd and date levels, as it
will provide vaduable lessons for the NRHM, which places PRI involvement a the center. To
summarize, community outreach and mohilizetion is a very important dement of the RACHNA
program. These processes are very intensve and time consuming and CARE has made good
progress, given the scale of the program.

3. NGO Partnerships

NGOs played an important role in RACHNA. They are the mgor implementers (dong with the
government systems of ICDS and RCH) and deliverers of program inputs and oversght. And.
The NGO sub-grantees received approximady $4.9 million or 41% of the program expenses
for RACHNA (which exdude CARE oaff and management costs) from FY 2002-05.1°
Avallable information suggests that — like other dements of the “middle levd” of the program
(between the nationd/dtate headquarters level and the point of service in communities) — there is
subgtantia variability and mixed strengths and wesknesses of the NGO component. There are
adso some doubts about the extent to which NGOs are duplicating or displacing government
functions and whether thisis susainable.

The role of NGOs in the preeMTR phase of RACHNA played to ther relative strengths, i.e,
community level action and organization, principally focused on deveopment of Demondration
Stes. Even in this role there was apparent variability in competencies. some NGOs had strong
community organization experience but little background in hedth and nutrition or in working
with ICDS and RCH. Some were functioning in reléively large geographic aress with existing
management and adminidrative infradructure and capacity, while others were smaler and less

10 A5 of December 2005 CARE had agreements with 138 NGOs covering 97% of the RACHNA blocks. Program
expenses include capacity building, behavior change communication, monitoring and evaluation and
subgrantee/contracts.
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robust. CARE applied a fairly rigorous gpproach of screening and sdection to identify NGO
partners, developed working relationships under specific contractud arrangements, and invested
subgtantia effort in cgpacity building of its NGO patners.  Neverthdess, subgantid variability
gtill appears to characterize the NGO inputs.

The vdue-added of many of the NGOs community mohbilization and IEC activities in
Demondration Sites towards achieving heath and nutrition outcomes, could not be determined.
NGO efforts in Replication Sites gppear to have been more variable, snce this scaing-up was
increasngly the responghility of local government counterparts.  Some informants believed thet
the NGOs put too much effort for too long into Demondration Site development. NGOs may
have played an especidly important role in adgpting and introducing the program into
logistically and culturaly difficult areas, including triba populations.

Under the post-MTR agpproach, the NGOs' role is subgtantidly different and perhaps less suited
to ther cgpacities. Ther direct interaction with communities and direct inputs in support of
AWWs and ICDS supervisors —dl of which may not be sudainable - have been lessened.
Instead, NGOs conduct organizationa and capacity-building tasks across sectors in entire
blocks. Severd observers fdt that many NGOs lack the technica competence, credibility, and
authority to carry out these higher level functions,

In terms of these post-MTR functions — the “Sector Levd Andyds and Planning” tool
devdoped by CARE may improve the effectiveness of NGOs in “outcome-oriented
management of the program. In JH, the evaduation team met the leaders of a tribd NGO who
described a process of outcome-oriented problem identification and resolution through review
of this tool with each of their fidd agents, what they described would be a model for the whole
sysem. However, other reports indicate that this level of competency and management are
unlikely to be the norm. Thus — like other dements of the pot-MTR approach - the
effectiveness of CARE's NGO partners in their new role, and of new procedures for supporting
them, require sysematic evauaion. The MOHFW is planning to use NGOs in NRHM and
agan could learn much from CARE's experience which should be documented. A
recommendation for achieving greater sustainability is to try to sdect locd NGOs resdent in
the area where they will be working as they are more likely to gay and continue working once a
program like RACHNA ends.

4. Capacity Building

The RACHNA program appears to have contributed to increased managerid and technica
capacities a various leves, among different congtituencies.  Capacity building was one of the
principd CARE inputs used to drengthen the ICDS and RCH programs and mobilize
communities through three components. (1) technicd content, (2) process sKkills, and (3)
motivation. The traning modules developed have been used by the ICDS naiond and state
programs as discussed in more detail in Section D. on Policy Influence of RACHNA. The
training inputs were approximately $4.9 million or 43% of the program expenses for RACHNA
(which exclude CARE daff and management costs) from FY 2002-05. According to CARE's
End of Progran Documenteation (11) they included training workshops, as wel as cross-vists
for obsarvation, joint program reviews of ICDS and Hedth, supportive supervison and



experience shaing medtings. It is veay impressve to note tha more than 1.3 million
paticipants were trained cumulaively, though it is impossble from the information sysem to
know how many separate individuas were trained, as a number of participants received severd
rounds of training. Participants included CBOs PRIs, CAs, RHCAs, AWWSs, ANMs, ICDS
Supervisors, Medica Officers, CDPOs, NGO saff, and district and state level officids of ICDS
and HFW departments. In most years of the program, except FY 2004, CARE failed to reach
100% of its target for training counterpart personnel and community members in nutrition and
hedth topics, but reached from 73%-92%, most likely due to the huge numbers and daunting
scale a which it was working.

The gpproach to training used was Traning of Traners in Didrict Traning Teams (DTT) and
Block Training Teams (BTT) comprised of CARE &aff and consultants, NGO saff and some
ICDS CDPOs and supervisors and then Cascade Training down to community level. CARE's
Didrict Teams each had one full time Cgpacity Building Officer, who provided useful in-house
expertise, given the high volume of training to be done. The training workshops were short 2
day sessons for the most part. The post-MTR agpproach shifted away from training workshops
to use of 1-2 hour sessions at the ICDS supervisor's sector meeting with her AWWSs, with
ANMSs encouraged to attend.

The obsarvations of the find evauation team from document review, interviews with DTTs and
BTTs and other CARE daff and fidld vidts were that the traning modules and training could
bendfit from more up-front training needs assessment and from post-traning evauation of
participants skills on-the-job. The curricula tended to emphasize more the “what” or technical
content and less the “how” to implement it, and could benefit from being more performance-
based. The team found a marked imbaance in the amount of training time devoted to different
topics in the Capacity Building Module for INHP Didrict Teams, which contains modules and
sesson plans on different RACHNA technica themes for traning AWWSs, ANMs, CAs,
RHCASs, etc.(18). In areas which aso had Chayan, breastfeeding and complementary feeding
clearly got short gift with only two sessons compared to nine sessons on family planning and
five sessons on RTI/STI.  Improving 1YCF practices is as complicated and requires as much
training time, especidly to build solid counsding skills, as do the reproductive hedth themes.

A review of the Health Service Providers Training Module during the find evadudion
indicates that while there are some useful and necessary topics included in the contents Social
and Ethical issues in HIV/AIDS and Documentation and follow-up), the module can be further
enhanced by including: (8 a gender perspective — eg. what are the barriers to women's
treatment seeking for RTI/STI, how can these be addressed, gender power reations in STls and
including these points in counsding, (b) how to evduate referrds for medicine availability and
quaity of care issues, and (c) reasons why condoms are not used and how to address these
(based on formative research).

While the team recognizes the condraints of working a scde with limited resources and getting
ICDS and HRW functionaries freed to attend training, we do not think 2day workshops, even
repested severa times, were anywhere near long enough to adequately build the skills needed
across the breadth of subject areas in the RACHNA program. The post-MTR approach of not
even conducting the 2 day badc orientation workshops is even less redigdic. The find
evauation team acknowledges the wisdom of drengthening exising sector mestings for short



insarvice training as a feasble and sudtainable gpproach. However, there is no subgtitute for
adequate basic training and initid training on new approaches. It would be better to work at a
gmdler scae or invest less in other inputs in order to be able to invest more time and money in
traning of adequate qudity and duration. In this sense, CARE's work with ICDS training
inditutions to improve the content of basic job training and refresher courses is very drategic.
In future programs, it would probably be more effective to lobby with senior officids to get
ICDS and RCH functionaries released for a sufficient amount of time to do adequate in-service
traning. The RACHNA capacity building component would benefit from a more thorough,
expert review than time permitted during the fina evaluation.

5. Behavior Change Communication (BCC)

Many of the hedth and nutrition outcomes RACHNA sought to mprove depended on effective
behavior change communication to change pregnancy and ddivery practices, newborn care
practices, infant and young child feeding practices, care-seeking behavior and demand for
servicess CARE invested $1.3 million or 11% of the program resources from FY 2002-05
(exduding CARE daff and management codts) in this important component which used
multiple channels to reach communities with rdevant information. More impact was achieved
in changing esser, one-time behaviors like timing of bressifeeding or solid food initiation, or
not gpplying anything to the cord at delivery, than in repested behaviors such as frequency, and
quantity of complementary feeding. The find evduation team found the same wesknesses in
this component that were flagged in the MTR report, and that CARE had not done enough to
addressthese sincethe MTR (6).

The final evauation team was not able to view or assess the merits of the folk and mass media
components of the BCC efforts, but did assess the interpersond communication component in
fidd vists The team did not observe workers with the counsding skills required or using
auitable job ads. CARE sad this was likely a gap because it had not been able to tran AWWSs
for aufficent time.  Although the evaluation team recognizes that some formative research was
done to develop the behavior change drategy for infant and young child feeding, given the
difficulty of changing these behaviors and the wide variety of bediefs and practices across
cultures in the nine program sates in India, we think the program could have benefited from
more formative research and development of more specific job ads and communication
drategies as a result. The Behavior Change Matrix and Essentid Nutrition Actions Frameworks
used in RACHNA are excdlent for training workers in dl the important elements that should be
covered a each dage in the life cycle and are used as technicd guides by many dates.
However, they are not effective as job ads for counsding and negotiating with individud
mothers on smal doable actions. Given that the RACHNA program was able to improve one
time newborn care practices and early initiation of breestfeeding, but unable to achieve much
improvement in the repested 1YCF behaviors, a more thorough, independent, expert review of
the whole BCC drategy used and what could be done to strengthen it would be beneficid. As
dated in the MTR report “The chalenge to RACHNA is to figure out which BCC interventions
are working and which are not. This would not only improve performance but aso would save
resources, since ineffective BCC interventions could be ended.” (6)
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6. Monitoring and Evaluation

Mounting an effective monitoring sysem for a program a the scde of RACHNA, built onthe
exiging ICDS information system, was a huge chdlenge and CARE is to be commended for
having done s0 successfully.  High turnover of CARE'sS monitoring and evauation gaff, some
retrenchment and lack of inditutiond memory compounded the chdlenge. Given the enormous
scope and ramifications of even amdl changes, it was very difficult for CARE to achieve the
full flexibility required for changing the information sysem to maich the evolution of the
program design, but it made changes as necessary and feadble One example was the useful
addition, as pat of food trandtion monitoring, of an indicator on whether NHDs went forward
with immunization or antenata check-ups even without the THR. CARE was most successful
a collecting, reporting and using data on key processes and management indicators, building an
impressve automaied hedth management informaion system (HMIS) from the community
levd up, which was codified for the firg time in a comprehensgve manua in April 2003. The
team reviewed a revised verson of the HMIS manua dated May 25, 2004 (8). The HMIS
information appeared to be used for problem identification and action through participatory
reviews involving the key players in the program, i.e. CARE, NGOs, ICDS and HRW at block,
digrict, and state leve.

The man limitation in the design of CARE's gpproach to monitoring RACHNA was the
absence of outcome indicators in the routine information sysem to use for management for
results, and the reliance.  From 2003 onwards, by design, the periodic assessments in pand
digricts (RAPS) provided CARE indispensable hedth and nutrition outcome data that it used
drategicdly for decison-making, including completing re-orienting the programs agpproach
post-MTR. However, these data represented only 8 of the 78 digtricts and were only collected
once a year. The rest of the didtricts and blocks had no smilar outcome data, athough some
gndler versons of the assessments caled mini-RAPS were done in 53 other didtricts in the last
year of the program. The RAPS do not provide routine monitoring data to guide ongoing
management of the project in the way that HMIS information does, but the HMIS was focused
on process data. The find evauation team found the “dories’ written about findings of the
RAPS and mini-RAPS on different interventions in different didricts very interesting.
However, ther ussfulness was limited by the fact that they tended to only be written up for
digricts who had achieved success with a particular intervention, and even within that didtrict
would omit the presentation of findings where results were not favorable and only present those
that had a positive outcome.* Much can be learned from failure and it is important to tell the
whole sory.

The most notable problem in implementing RACHNA without routine outcome data to vaidate
desgn assumptions was that the program invested in training thousands of CAs as a “best
prectice’ and principle drategy for more than three years before discovering from RAPS
outcome data that these CAs were not making contacts with mothers as assumed.  Another
example of lack of outcome data for management for results was the design decison that the

1 An exampleisthe story on “RACHNA |1 Interventions and Improvementsin Nutritional Status: an Analysis
from Orissa Pandl District for Infants 6-11 months of age” which shows positive results for infants 6-11 months but
failsto include the results for infants 12-23 months that were not positive.
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progran would have no nutritiond datus or weight gain indicator in its monitoring system,
even though reducing manutrition was one of the key overal impacts expected of RACHNA.
Lack of indicators on home vidgts and RTI/STI referds ae other examples. The MTR
recommended that CARE introduce a sysem to track behavior change outcomes. It was
encouraging to see that CARE had done so through its new post-MTR sector gpproach and the
new role of the NGOs. However, these data would probably get more attention for management
for results if automated and reported up to higher levelsin quarterly reports.

The INHP Il Indicator Performance Tracking Table ( PTT) with the targets for results
achievement that CARE committed to achieve with the USAID funding over the five years of
the program was particularly problematic. Fortunately the Chayan PTT did not appear to suffer
from the same problems. Because it had been agreed between CARE and USAID only to
measure the Chayan and INHP Il hedth and nutrition outcome indicators at basdine and at
endline, CARE had none of these outcome data to use for management for results in the
RACHNA program. Furthermore, given that there was no ongoing requirement to messure
outcomes during the life of the program, it gppeared that CARE had not taken this part of the
PTT very serioudy until the find evauation.

Measurability did not seem to be adequately taken into consderation in proposing some
indicators. During the find evaduation more than one fourth of the PTT outcome indicators
CARE had committed to improve were re-defined to accommodate available data, due to not
asking appropriate and comparable questions or changing numerators or denominators in the B-
E surveys, with the new definitions less dringent in terms of results accomplished, eg.
removing requirement for timeliness of meades vaccingion and vitamin A supplementation or
delivery kit requirement from Birth Plans. Indeed in contrast to standard operating procedure in
most USAID-funded projects, CARE had no Performance Monitoring Plan to accompany its
PTT to spel out dearly the definitions of the indicators, numerators and denominators, units of
mesasure, limitations, etc. Three of the eeven impact and outcome indicators in the find PTT
have no basdine data despite having been included in the origind DAP with plans to collect
basdline dita to be determined. Two others are missing basdine data for UP and WB. Thus, no
concluson can be dravn on the impact of RACHNA on increasng the use of birth plans,
percent of babies dried and wrapped, bresstfed in the first hour, exclusvely breestfed, or
children 36-72 months receiving ICDS food rations. Furthermore, because the questions were
not asked in a comparable fashion, no meaningful evauation can be made of RACHNA's
impact on lactating women receiving 1CDS food rations from G5 months postpartum. Thus, the
find evduaion team found that sx of the deven PTT impact and outcome indicators were of
no use for measuring RACHNA' s results achievement.

Furthermore, for dl eight of the eeven indicators for which CARE had presented basdine data
to USAID in the forma PTT submisson during DAP approvd, the basdines were changed
during the find evadudation &ter deaning, re-andyds and re-weghting of the basdine and
endline data, commissoned by USAID from an independent source. The experts conducting
this re-andyss and on the find evduation team concluded that a shorter basdine questionnaire
could have increased the qudlity of information obtained, because interview fatigue is common
with very lengthy quedionnaires like the one used in INHP Il.  Some of the information
collected appeared to not be needed. Another issue was that different states entered the basdline



data uang different formats, when a uniform data entry forma should have been used. They
found, the qudity of the endline questionnaire and data much better. Since the basdine figures
changed, whether any of the approved targets committed to USAID by CARE in the INHP I
PTT ae dill vdid is undear. The find evduation team dso found a number of indicators
midabeled in CARE's PTT, eg. a labe of 636 months children, when the data were for 624
months old children, which were mideading and ingppropriately handled in footnotes instead of
by correct labels. Thus, it is impossble to atach a meaningful PTT table for the impact and
outcome indicators of INHP Il to this report. What is found in Annex 5 is a table for INHP Il
comparing the basdine and endline data for the revised impact and outcome performance
indicators.  Fortunately, the INHP Il management indicators were not affected by the above
problems and achievements on these are found in Annex 5 dong with the Chayan PTT.

To end this section on a more postive note, CARE's work to overhaul and streamline 1ICDS
reporting in two dates, dragticdly reducing the number of registers of the AWW from 15-20 to
6, and thus her workload, was greetly appreciated by the state governments. In the process
CARE succeeded in introducing for the first time the recording of care and feeding practices
information and explicitly linking maternd and child hedth regigers. In AP, CARE developed
an HMIS software package linked to a geographic information system and piloted it in 70 ICDS
blocks and has agreed at the state government’s request to scae it up sate-wide. CARE aso
made useful suggestions for revision of the MIS at the nationd level to the MOWCD. The team
believes CARE could benefit from an internd reflections exercise with dtaff at dl leves to
document lessons learned from the RACHNA monitoring and evaluation processes, with a view
to overcoming bariers to usng hedth and nutrition outcomes data for program management
and decison-making, especidly a digrict and Sate leve.

D. Assessment of RACHNA's Influence on Policy and I mprovementsin National Programs

RACHNA intended to influence policy and programs by demondrating the effectiveness of its
drategies in improving the qudity of processes and the quantity of outputs, which in turn are
expected to improve the outcomes of the ICDS and RCH programs. In order to determine to
what an extent this objective was achieved, the team reviewed available reference materids and
interviewed severd key policy makers and program implementers working for the MOWCD
and MOHFW a the dtate and centrd level, non governmenta nationd, bilatera and multilatera
internationd organizations (Annex 4).

CARE has made a concerted effort to influence policy a naiond and date level. RACHNA
daff have written severd letters, interacted on a periodic and sustained basis with concerned
officids, and organized severa consultations and meetings to share innovations and address key
policy issues. As a reault, the team was impressed to see a joint letter from the nationa
Secretaries of Hedth and Family Wefare and Women and Child Development sent in February
2005 to senior officdds in the nine RACHNA dates encouraging them to use CARE's
experience (such as NHDs) to strengthen the ICDS and RCH programs throughout their states.
Smiler letters were issued at Sate leve.

The following are some examples of RACHNA gpproaches that have extended beyond the
project area. The convergence of ICDS and RCH sarvices for less than 2 year-old children,



pregnant and lactating women through the delivery of a Take Home Ration and observance of
Nutrition and Hedth Days has been extended date-wide by three dates Community
mobilization through CAs and community-based organizations has adso been implemented
across large areas. At nationa level, NIPCCD has incorporated RACHNA's behavior change
communication drategies in the ICDS refresher training curricula for various leves of 1ICDS
gaff. In five sates (AP, WB, JH, MP and CG) CARE teams asssted the Women and Child
Development Departments to revise the sate's ICDS curriculum for AWW's traning under
UDISHA (the World Bank loan for ICDS training) to include the life cycle approach to
ddivering interventions, an emphass on gender issues, and the four “best practices’. At the
request of the GOMP, the RACHNA team designed a trainer’s manua and conducted a five-day
traning of tranes workshop for the dae ICDS traning inditutions CARE-asssted
commodity tracking systems for procurement and didribution of local food items have been
established in severd dates.

Policy makers and program planners a nationd and dSate levd perceive the RACHNA
experience to be valuable to ICDS, RCH and NRHM. The GOI's Planning Commisson and
MOWCD sought inputs from RACHNA to design polices for the 11" National Five Year Plan
(2008-2012) for reduction of maternd and infant mortaity by srengthening the ICDS and RCH
programs. The RCH Il and NRHM drategies of convergence, community volunteers, and focus
on didrict teams as a management unit have benefited from the RACHNA experience. State
and digrict plans for RCH [l and NRHM have drawvn heavily on the experience of RACHNA in
CG and JH. Through continuous engagement, CARE helped shape the State Nutrition Policy in
CG, and the RCH and Population Policy in JH. CARE's Essentid Nutrition Actions Toolkit is
widdy used in many dates, including Maharashtra, a nonnRACHNA satee.  RACHNA has
collaborated well a nationd and date levels with international and UN agencies with smilar
interests and overlgpping geographic aress on hedlth and nutrition challenges,

CARE needs to further document evidence for cost-effectiveness of some drategies as liged at
the end of this section. Recently introduced approaches and tools in the post-MTR scaed up
RACHNA modd, i.e, improved AWW home vidting, supportive supervison, sector leve
review, revisons in records and reports, and monitoring program qudity a digrict leve have
potential for wider gpplication. Therefore, the cost-effectiveness of these approaches needs to
be tested for their, so as to have evidence for policy a nationd leve. Srrengthening CARE'S
public hedth expertise a nationa and date leve is required for consolidation of the gains made
50 far and for extending CARE' sinfluence over awider area

RACHNA has created a sound foundation for policy didogue by demondrating that the
effectiveness of large scae centrd or state programs such as ICDS and RCH can be improved at
a modest invesment over a short period of 3-4 yeas, utilizing the expertise of non
governmental organizations such as CARE. CARE is wdl-respected for its ability to strengthen
the capacity of dtae program planners and didtrict, block, sector and community program
managers and workers to ddiver a core set of high impact hedth and nutrition interventions
through the convergence of RCH and ICDS services and community mobilization and
empowerment. The lessons learned in the RACHNA approach, if heeded, have potentia for
refining the drategies of NRHM and speeding up nationwide implementation to achieve the
Nationd Population and Hedth Policy gods within the gspecified timeframe. The find



evduaion team has categorized the datus of the evidence-base and makes the following
recommendations on the readiness of CARE innovations and system improvements for
being advocated for wider adoption:

1. Implement on Nationa Scale because Evidence Base Sufficient:
a. Convergence of ICDS and RCH sarvice delivery for sdected interventions a fixed ste
on fixed day, e.g., Take Home Ration/ Nutrition and Headlth Day.
b. Commodity tracking system for ICDS supplementary nutrition.

2. Advocate to Extend because Evidence Base Sufficient:

a.  Community mohilization gpproach through community-based organizations and PRIS.

b. Didrict-based management teams for planning, problem identification and resolution,
and tracking progress, supported by a non-governmental organization such as CARE a
date and nationd level.

c. Capacity building drategies and implementation of updated/irevised content and
curriculum for Training of Trainers of AWWs and for refresher training of AWW.

3. Build Evidence Base before Implementation in Nationd Programs
a Codt-effectiveness of the post- MTR RACHNA gpproach of home vigting, supportive
supervison, sector level review, and digtrict level manageria support.

4. Test and Prove Operationd Effectiveness before Advocating for Policy Changes
a. Simplification of recording and reporting sysem for tracking of key input, process,
outcome indicators for accreditation of AWW centers.
b. Loca food model supported by self-help groups.
c. Community empowerment through gram sabha (village assembly) to incresse
accountability of system.
d. Impact of State Nutrition and Hedlth Policies on Hedlth and Nutrition Programs.

E. Assessment of CARE’ s Program Management

The find evauation included severd key questions on CARE's management of the RACHNA
program which were addressed through interviews with CARE daff a nationd, dtate and
digtrict level, USAID and the resident advisor for the BASICS technica assstance, as wdl as
through ingghts gleaned from discussons with GOl officds CARE's End of Program
Documentation provides a detaled discusson on the RACHNA management structure and
systems and their evolution over the life of the program (11). CARE program management gets
high marks for achievements a an enormous scde in the RACHNA program and for being
reslient enough to overcome many chalenges and uncertanties Particulaly useful was the
reorganization in 2003 to place Regiond Program Directors (each responsble for several dtates)
under the supervison of the Senior Program Director for the RACHNA program. The previous
hierarchy was based on Title 1l commodity responsbilities and not closdly linked to meeting the
technicd demands of the RACHNA program. However, the wdl qudified technicd deff for
RACHNA at the headquarters was found to be spread very thin, given the enormous scae of the
program. State teams would have liked more technica support and vidits from headquarters and
the find evauation team found that more qudity control on some key project tools was needed.



Turnover and vacancies in podtions throughout the program hampered implementation, and
filling technica pogtions a headquaters such as the Asssant Country Director (HHD)
position, Technical Director, Technical Program Coordinator, and Technicd Specidist postions
were viewed as particularly critical.

The Didrict Teams were the backbone of the RACHNA modd and a mgor investment a an
annua average cogt in FY 2006 of approximately $46,000 for the basic INHP Il team of 4
persons and $67,000 for the expanded INHP Il + Chayan team of 6-8 persons'?. Theintegration
of Chayan team members seemed to have gone well with savings to both projects due to some
shared functions. The District Teams were found to be doing an excdlent job of loca problem:
solving to optimize the performance of the ICDS and RCH programs and their services were
greatly appreciated by loca and date officials. However, the horizonta structure of the Didtrict
Teams with no Team Leader was found to be problematic for accountability for results and
resolving conflicts among team members.  Furthermore, the Didrict Teams need better qudified
hedth and nutrition saff in order to engage government programs credibly and exercise the
necessay andytica abilities for advancing improvements to achieve hedth and nutrition
outcomes and impact. Based on personnel information provided by CARE, the evauation team
found that only 7% of the 268 CARE didrict gaff currently on board have any formd training
in hedth or nutrition. While most exising saff have learned by doing and through training and
have many years of experience, degper technicad skills are needed for identifying problems and
coming up with credtive, dtate-of-the-art solutions beyond the pre-defined program. This lack
of expertise is a paticular drawback to CARE daff working effectively as technicad advisors to
the HFW departments.

While the qudifications of RACHNA daff a the dae levd were somewhat better with
agoproximately 14% having credentids in hedth or nutrition, greater technicd expertise is
needed to successfully carry out the technical assstance and policy didogue role to which
CARE aspires with the RACHNA agenda The dstate and didrict aff and systems were found
capable of rapidly rolling out the new approaches pot-MTR on a large scae.  As part of the
2003 reorganizetion, the focus of date cepitd-based daff, incuding a date program
representative and regiona managers who oversee severd didricts each, appeared to be mainly
on overseeing implementation by the Didrict Teams. This has been an appropriate role given
the RACHNA drategy. However, some dakeholders at sate level would welcome more
involvement by CARE in policy didogue a date leve. As RACHNA ends, this seems an
appropriate future focus for CARE, but will too require better qualified technical Saff.

CARE's paticipaory management syle with extensve consultaion and internd  reflection
exercises with gaff a dl levels to plan its drategies were seen as exemplay. However, such
execises a times were seen to unnecessarily dow implementation. Ways to  Streamline
implementation need to be found, given the enormous scae a which CARE works.  The
Quarterly Program Management Team (PMT) and Quarterly Management Review meetings
were viewed as paticulaly vauable by the daff, as wdl as the e-mal group lig for recent
devel opments and exchange of idess.

12 This does not include inputs for BCC, Capacity Building or NGOs.
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CARE bendfited ggnificantly in increesing its technicd capacity and better implementing a
state-of-the-at RACHNA program from the technica assstance it received from the worldwide
USAID-supported BASICS 1l and Linkages projectss. CARE's collaboration with Johns
Hopkins University on the ER dudies was a useful learning experience. Some concern was
expressed that CARE may have become dependent on technical assstance to fill gaps due to
some of its key vacant postions and that more capacity could have been transferred had CARE
been better staffed to provide counterparts to the technica assistance advisors.

F. Program Graduation and Sustainability in INHP 11
1. TheFood Transtion

In July 2002, the Genetic Engineering Approva Committee (GEAC) of the Government of
India disalowed the mportation of Title Il CSB based on the determination that it was likely to
contain bio-engineered foods. This meant that CARE would no longer be able to supply the
ICDS SNP with CSB and necessitated that the states make a rapid transition to localy procured
food. Heping the dates make this trandtion was a mgor chdlenge for CARE daff: (1)
because they had little lead time (actud CSB imports ended at the end of 2002), and (2) because
they needed to avoid long and/or large disruptions in the supplies of food a the AWCs in order
to protect CARE's key program interventions including the THR and the NHD. The loss of the
CSB imports dso represented a potentid threat to the continuation of the overdl RACHNA
program, since they were expected to comprise a mgor portion of the total resources to be
provided over the life of the program. Eliminating CSB imports aso had the effect of reducing
the GOI cash contribution to CARE, which was tied to the quantity of the commodity being
provided. This chdlege dso came & a difficult time when CARE was ill in the midgt of dl
the management implications of adding the Chayan activities to the program and rolling out the
INHP interventions

Although the trangtion represented a mgor headache, seen in retrospect, it probably went faster
and more smoothly than anyone had expected— which is a mgor accomplishment. By Al
accounts — various reports from CARE, studies by Cavde (41) and IFPRI (23) and discussions
with CARE Ddhi and dae daff — the food transtion was by and large successful with food
supplies a the AWCs back to pre-trangtion levels by the last quarter of 2004 and reasonably
adequate and reliable. The current State-prescribed rations aso mostly meet the energy and
protein specifications set by ICDS, dthough modifications in the commodity compostion of the
individud date rations are ill taking place.  On the other hand, the trangtion from CSB to
domegtic food supplies has meant a tremendous increase in complexity, with many new players
and new points for variations and interpretations of procedures.  Plus, ingppropriate or
madfunctioning adminidrative systems, bottlenecks, intruson of politics and breskdowns of
quality and quantity controls continue.

By mogt accounts the successful trangtion dso left CARE in a dtronger postion vis-&vis
important stakeholders. According to the IFPRI andysis (23), CARE's good working relations
in the nine RACHNA dates enabled it to remain a mgor player in the ICDS program, despite
the reduction in the commodities that it brings to the table. Plus, state governments increasngly
see CARE as a technicd resource in the areas of hedth and nutrition as well as supply chain



management, a point that was dso dressed to severad of the evauation team members during
fidd vigts

With each dsate usng different types of food and different procurement and ddivery systems,
the quality of the food varies more than when the CSB was supplied. The CSB dso was
fortified with micronutrients, which is rot the case now. Now, only two states — RA and UP —
are usng locd food in their SNP tha has been fortified with vitamins and minerds.  In other
words, while the quantity of food has not been affected by the trangtion, the totad supply of
micronutrients in the ICDS SNIP has declined sharply.

2. Local Food Models and Self-Help Groups

The trangtion to local foods was made much easier by the fact that eight of the nine dates were
dready procuring food for use in the AWCs in the nonrCARE areas and were able to make use
of existing arrangements with vendors and processors. Most of the food that is used in the SNP
is procured though loca vendors selected through a tender process, athough in some cases the
basc grains are procured from the Food Corporaion of India and the date civil supply
corporations at subsidized prices.

Procurement through self-hep groups (SHGs), usudly consdting of 15 to 20 women, is dso an
gpproach that is being piloted primarily in AP (for “ready to eat” foods) and n MP (for wheat
and dd). These groups purchase, process, package, and distribute loca food to the AWCs to be
given to benficiaries, and are paid for supplying the food by the date governments. CARE is
taken with this approach and would like to expand it within and beyond the two Sates, seeing
gynergies with its micro-finance and other women's empowerment ectivities.  The Indian
Supreme Court aso came out in support of loca food models and SHGs in October 200413
Proponents cite many advantages for procuring through SHGs, many of which were observed
firg hand during the team vidt to one of these groups in AP. These pogtive atributes include:
providing employment for women, increesng women's incomes and family welfare, improving
women's socid danding in ther  households and communities, encouraging  rurd
entrepreneurship and promoting increased community involvement and ownership.

The downdde to scding up this model are the high costs — both direct costs and opportunity
costs to the ICDS core program. Scding up this modd will require the invetment of
condderable additiond human, technicd and financid resources to achieve qudity and
reigbility in supply. The modd is very labor-intensve, requiring personne that can devote
considerable amounts of time to training these groups in technicd and managerid <kills, and
providing them with continua support and oversght. Resources aso will be required to finance
equipment for the groups, and to put qudity assurance mechanisms in pgace. In the case of the
SHG vidted in AP, the CDPO and one of her supervisors had spent an inordinate amount of
time on development of one group, time better spent on other activities that are more directly
related to the services that ICDS is charged with providing. IFPRI, in its brief review of the

13 1n aPublic Interest Litigation by the People’s Union for Civil Liberties against the Union of India, the Supreme
Court Order recommended that local women’s SHGs and Mahila Mandals be encouraged “to supply the
supplementary food distributed in the anganwadi centers” and that these groups could “ make purchases, prepare the
food locally, and supervise the distribution.”



locd food modds, suggested that NGOs would be needed to replicate the SHGs, because only
they would be able to invest the amount of time and other resources that these process-intengve
SHG enterprises activities require. (23) CARE daff suggested that the modd that was being
implemented in MP was more workable because it made ICDS the customer and placed the
burden of developing the SHGs, including providing them the necessary financid support and
building their capacity, on the PRI. However, the team was not convinced that PRIs have the
capcity to scde up this agpproach ether. We remain concerned about the potentia for
irregularities in food supplies and qudity and the negative impact that this would have on the
program, including ICDS gaff feding that they needed to get more involved in order to protect
the food suppliesfor their program.

It is important that ICDS and the state governments have a much better idea of the true cods
and benefits of establishing SHGs to use as a food procurement option, so that they can make
informed decisons about the dedrability of scading up this program.  Some officids in the
centr and State governments seem to be of the opinion that the SHGs represent a way to
reduce corruption in the procurement sysem. But there are dso cods to the ICDS, including
indirect codts, to scaing up such an goproach and a potentid reduction in benefits if this
impacts negatively on the ability of ICDS to provide its core services. There are dready many
complaints that ICDS lacks darity with respect to its nutrition misson and thet it is trying to do
too much. Adding a commitment to use SHGs as its mgor food procurement mechanism could
add to these problems.

3. Graduation

Graduating Out of Commodities The need to respond quickly to the cut-off of the CSB
forced CARE into beginning the graduation to local food supplies earlier and fagter than it
otherwise would have. The dtates became responsible for providing a subgtitute for the CSB as
of January 2003. CARE continued to provide refined soybean oil for use in the ICDS
supplementa feeding program, athough it would have preferred to move immediatdy to 100%
monetization.  Continuing to import some oil for direct digtribution probably kept the overal
gze of the program higher than it would otherwise have been, but this arrangement dso had its
cods. In particular, problems emerged involving the need to:(1) convince state government
officids of the vaue of the oil and the importance of building it into the new ICDS system, (2)
sdlect localy produced foods that could be used with the ail, and (3) insure the smultaneous
delivery of the locally procured foods and the oil. This latter problem is ongoing. CARE
commodity daff spend large amounts of time trying to synchronize the delivery of the locdly
procured food and the imported oil a the block level to minimize irregularities in supply to the
nearly 95,000 AWCs.

Now CARE's task will be to graduate the SNP from the ail, a process which could involve
CARE gaff working with the dates to help them find the most cost effective subgtitute for this
caorie dense food. After the CSB imports were discontinued, CARE began to provide more
assdance to the dtates to drengthen ther supply chain management systems, in recognition of
the fact that the ICDS food digtribution program will continue to operate long after the Title |1
program is over. This type of assstance should be stepped up. As pat of the graduation
process, CARE should aso think about advisng and working with the states to help them better



identify and devedlop sysems for deding with the budgetary and logistics implications of the
Supreme Court mandate to universalize the ICDS SNP.

Graduating the Program  CARE was dready beginning to think about graduation at the end
of INHP | and in the DAP for INHP Il it proposed to demonstrate a graduation process in about
20 blocks spread across al the states in which it was operating (39). With giddines coming
from Washington about the need to phase down the India Title Il program, CARE’s April 2003
DAP amendment included an accelerated graduation process, defined as graduating about 25%
of its blocks by the end of the current DAP in September 2006 (40).

As pat of INHP Il desgn CARE defined graduation in terms of the cepacity of the
organizations that it was working with — that they were competent and responsive — and not in
teems of being able to achieve certain threshold levels with respect to outcome or impact
indicators. This led to the adoption of what CARE currently considers to be the three essentid
edements of its graduation progran — (1) community empowerment, including through CBOs
and PRIs, (2) responsve systems, through strengthening ICDS and RCH, and (3) inditutiond
linkages between systems and communitiess. CARE aso developed a detailled set of criterig, in
collaboration with the states, which it used to identify the 171 blocks (25 %) that might be ready
for graduation by the end of INHP Il and an eaborate system for monitoring progress against
these and additiond quditative indicators block by block.

Although CARE may have dated with a draegic vison of the graduation process, the
impression that one gets now, taking with CARE daff and reading the numerous documents on
graduation prepared by CARE daff and consultants, is that it has gotten too caught up in the
processes and the block by block details. At the time of the MTR, the team told CARE that
insuring thet its graduation blocks would be able to continue to perform in the absence of CARE
assigtance was a mgor sustainability issue for CARE and argued that it would be “important for
CARE, USAID and the government to be flexible in terms of graduation.” The externd
environment has changed dramaticaly since then, however, and the assumptions made when the
current graduation process was designed no longer hold. Given a series of events beyond
CARE's or even USAID/Indids control, the redity now is that it is dmog cetan that the
program will have to end in another two and one haf or a the mogt three and one hdf years.

CARE needs to stop and take a new and more drategic look at what it needs to do to ensure that
it is ale to graduate the entire program in the few remaining years in the most positive and least
painful way possble To continue its current plans of undertaking further detailed analyses on a
sub-sat of program blocks will only divert scarce human resources from these more important
issues. Ingead CARE needs to give priority to consolidating dl the knowledge and experience
it has gained over the many years of its involvement and to trandferring more of this knowledge
and experience to the government of India by working with them to drengthen systems
beginning & the Sete leve.
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G. Gender Integration and Social Equity Concerns
1. Gender Integration

It is clear from higtoricd documents of CARE tha it is committed to integration of a gender
perspective in its programs as wdl as its organizationa dructure, eg. the Gender Approach
Paper, Gender Implementation Plan and Gender Analyss Report (36). Specid efforts have
been made to recruit women for CARE didtricts teams.  “Integration of Gender leading to better
achievement of resuts’ as mentioned in the Gender Approach Paper, is an extremdy important
drategy; dso important is podtioning gender integration as a human rights and equity issue
Discussons with didricts teams (especidly in CG) indicated that some CARE daff have
internaized the basics of gender anadyss and are adgpting these generic ideas to the locd
program contexts. This, however, is varidble — in other locations we observed some blatant
playing out of gender power reations- which seemed to go unnoticed by RACHNA team
members accompanying usl

A quick review of the BCC materid (and events organized) and the capacity building module
(18) indicates that Gender and Socid Equity concerns are consdently integrated into the
contents. However, in modules and sesson outlines deding with dinicd topics, gender and
socid aspects are not maindreamed.  And these sesson outlines are generdly the ones that are
most used by trainer's. CARE/RACHNA has the experience and is podtioned to do training
modulesin which dinica-socia and gender aspects are integrated and not discrete.

The MTR had pointed out that the RACHNA program trests women as mothers and not as
women. There is consciousness of this fact and many RACHNA team members during fidd
vigts to CG and UP emphasized the different ways in which their digtrict and date program
tries to promote gender equity. Post-MTR, CARE formed a Gender Working Group to guide
incorporation of Gender into programs. There was dso an effort to integrate gender issues in
the Urban Chayan MIS. Ongoing Gender Anadlysis of Rurd RACHNA data reveds an absence
of any dgnificant gender differentiads in the child care practices measured. The ER on nutrition
interventions does not reved any pattern of gender discrimination.

A unique pilot project ‘Inner Spaces, Outer Faces Initiative (ISOFl) on Gender and Sexudity
was implemented in two didricts in RA and UP over a two year period (35). During the fidd
vigts in Lucknow didrict, it was clear that the intense ISOFI community processes had resulted
in dynamic and vibrant community groups. It would be useful to assess the effect of the 1SOFI
on RACHNA'’s programmatic outcomes — is the use of birth spacing methods and RTI reporting
and trestment- seeking higher in the ISOF villages as compared to smilar villages in other
digricts? It would dso be useful to ditill the ISOF experience into a set of tools and practices
that are not as process- intensve, but gill effective. These tested tools and practices would be
hepful both for applying a the community level as well as a the HFW and ICDS systems leve.
All the efforts in the area of gender need to be brought together into a whole. There are rich
lessons from CARE's use of short learning cycles to apply a gender perspective to specific
program iSsues.
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What more needs to be done? The Gender Analyss exercises done in select locations should be
done by every Didrict Team to help them develop a program implementation plan with Gender
integrated into it, dong with indicators to assess changes in how gender is played out in that
partticular context. The Gender Working Group can be given the additiona responsbility of
conducting Gender Audits in different States/DidrictsBlocks.  Systematic studies to document
the effects of gender integration on program outcomes would be useful.  Adjusments are
needed in the HMIS to capture changes in gender equity in particular contexts and related to
specific programmatic issues by generating sex disaggregated data (& the very least), and
adding some gender senstive indicators. CARE can dso contribute to ongoing efforts in India
to maingtream gender concerns in the HFW and ICDS Systems by developing and advocating
for gender-sendtive training modules, HMIS and BCC materids and drategies. Hedth service
providers training would especidly benefit from the |SOFI Hedlth- Gender- Sexudity Module.

2. Social Equity

The RACHNA team is committed to ensuring socid equity a dl levels and working to both
better identify and reach excluded groups. In the preeMTR period, socid maps drawn in the
village were meant to (among other things) identify the vulnerable women and children. Change
Agents from every hamlet in the village and representing different castes and socid groups were
another mechanism to ded with excluson. The continuing caps for SNP, despite the Supreme
Court's directive for universdization of ICDS, ae one reason cited for continuing socid
excduson. Andyss of RAPS data disaggregated by lower and higher socio-economic groups,
as well as the samdl dudies from the pand didricts, indicates that the RACHNA program is
benefiting the lower socio-economic groups more. This was corroborated during field vists.
The fidd vidts in AP reveded tha dthough children in some hamlets are being left out from
SNP, the AWW continues to provide them with other ICDS services. Smilarly, in JH the ICDS
services were being provided a night to accommodate people away at work during the day.
RACHNA team members in CG ae of the view tha PRIS involvement in the program right
from the beginning may help in reducing excluson.

[1l. Summary Findings

1. Assstance to the GOl WCD and HFW Departments from a large, experienced internationa
organization like CARE can dregthen the managerid and technicd peformance of
government programs like ICDS and RCH and lead to greater impact on hedth and nutrition
outcomes. Didtrict teams added value,

2. Integrated projects with many components run the risk of some components not getting
priority atention. Monitoring and information systems should include indicators to be sure
that overdl impact intended is not being sacrificed.

3. Diarhea is one of the mgor contributors to childhood manutrition in India and more
emphasis is needed on improving hygiene and sanitation practices, especialy washing hands
with sogp after defecation, before preparing and eating food and feeding children.



4, Policies promoted and decisons on which interventions to pursue should be based on
evidence of the outcome of the intervention on hedth and nutrition status.  In the case of
nutrition, feeding practice indicators may not be sufficiently accurate or sufficient as proxies
for data on dietary intake and nutritional status.

5. USAID invesdments in program evauation may be more codt effective if independent
evauations including surveys were procured directly by USAID.

6. Evduations of prior projects should be completed before and used to inform design of
follow-on projects.

7. Progran monitoring and evauation systems should be designed to generate information on
some key outcome indicators a least annudly. Such information is criticad to management
for results and to vaidating design assumptions.

V. Recommendations

This find evduation has provided vauable ingghts into the integrated RACHNA program.  Our
recommendations for the rural RACHNA Program (INHP 11 and Chayan) are asfollows:.

For Close-out and Trangition of RACHNA Sarvices, CARE/India should:

1. Work with USAID and the GOI to prepare a trangtion plan for dl the services it is
providing that will end when RACHNA endsin September- October 2006.

2. Sysemdicdly document lessons learned, prepare and disseminae “how to” guides or
toolkits for CARE's successful innovations, and advocate for their replication by ICDS,
RCH or NRHM at national and state leve:

a. Community outreach and mobilizetion efforts through community-based organizations,
PRIs and Change Agents (including RHCAS) to creste enabling conditions, generate
demand for services, reduce socid excluson, monitor the quality of the program and
hold service providers accountable.

b. The successful Rgasthan experience digning the AWW and ANM supervisory sectors
(ICDS Supervisors, Lady Hedlth Vistors) to increase convergence (42).

c. Essentid dements of an NHD based on presence of THR.

d. Integrating birth spacing into ICDS.

e. Commodity tracking sysemsfor ICDS supplementary nutrition.

3. Document mgor lessons learned in the monitoring and evauation process, through an
internd  reflections exercise with daff a dl levds egpecidly with a view to improving
management for results, i.e., health and nutrition impact and outcomes.

For the Next Title Il Phase-out Program and Graduation, CARE/India should:



. Rethink the graduation process, recognizing that the time frame is very short. CARE should
shift its focus immediately to how best to graduate the entire program. Saff and other
stakeholders need to be informed.

. Deveop an overdl graduation drategy and State specific drategies that recognize the need
to: drengthen key systems beginning a the date leve, identify and address priority policy
issues in each gtate and at the centrd GOI level and enhance, to the extent possible given the
limited time frame, the nutritional focus of the ICDS program. These and other areas and
activities that the team believes should be high priority for CARE during the phase out
period are outlined in the accompanying teble. Other areas/activities that the team beieves
that CARE should be giving lower priority to and scding down or even exiting from with
respect to the use of Title Il resources are aso noted in the table.

. Exit from using Title Il resources for most activities & the community/sector/block level.
Instead, CARE should focus on synthesizing, consolidating, and documenting what it has
learned over many years of engagement with the ICDS program, and on strengthening ICDS
systems a higher levels. During the few years remaining CARE no longer has the luxury to
be ale to work a the block and sector level unless such work contributes to larger
objectives beyond that of improving individud block/sector programs.  This is the logic
behind the next recommendation.

. The exceptions to the previous recommendation represent steps that CARE could Hill take
within the limited time and resources avalable to further assess the effectiveness of its
goproaches in a minimum number of blocks, which is information that the evauation team
believes would be of great use to the ICDS & it moves ahead with its own reform efforts.

More specificdly, the eva uation team recommends that CARE:

a. ldentify a barebones approach to delivering the NHD and the new tools and approaches
that is has developed in the last year and test and assess this modd in severd new aress.

b. Review the experience in a sample of blocks two years after CARE'sS exit to assess
sustainability and determine whether there are any changes in strategy and/or gpproaches
or additiona steps that could increase sustainability.

c. Further te and assess the recent refinements in CARE's gpproach, including through
operations research to be undertaken with independent assistance, through the existing
FANTA technica assstance mechanism, perhaps, if USAID/India is agreesble. CARE
has introduced some promising tools and approaches (improved AWW home vists,
better supervison, usng sector and custer medtings for in-sarvice traning and
improved supervison) in the last year of RACHNA with the am of sharpening the focus
on improving hedth and nutritiond outcomes. The team is concerned that these
innovations have not been implemented long enough, nor perhaps wel enough (without
a state-of-the-art behavior change dStrategy based on adequate formative research and
traning to improve counsding skills) nor tested to prove ther effectiveness.  The
outcome of grestest interest is whether this set of recent refinements can be linked to
improvements in breastfeeding and complementary feeding practices and in turn to
improvements in the nutritional datus of 0-23 months old children. The team further
suggedts that CARE:  dat by defining and documenting the essentid eements of its



new gpproach, add a proactive growth promotion component based on weight gain to
some of the Sites to be tested in order to assess whether this enhances impact, and not
include NGO assgance in the test in order to be replicable through exiging 1CDS
systems.

5. Give priority during the Title 1l Phase-out to strengthening the nutritional focus of the ICDS
program, including concentrating on ways to refine and srengthen counsding skills and job
ads for improving infant and young child feeding practices, including hand washing with
soap.

6. Expand the technicad capacity and policy didogue role of its centra and Stae offices during
the phase-out and devote more effort to this, reducing the amount of Title Il resources used
to support digtrict teams beyond those needed to implement recommendation #4. As part of
its policy agenda, CARE should:

a Assg the ICDS develop abetter nationa system for monitoring nutritiona  outcomes
and use this information for decison-making and advocacy.

b. Advocate with MOHFW and state Hedth Departments to aign the AWW and ANM
supervisory sectors (ICDS Supervisor and Lady Hedth Vigtors).

c. Advocate for theright to grow well and be hedthy vs. just the right to food.

d. Push for mantaning/mandaiing the THR program for pregnant and lactating women
and children aged 6-36 months.

e. Limit policy advocacy to palicies for which there is a strong evidence base.

7. Graduate most NGO activities by the beginning of the phase-out program, at least with
respect to the use of Title Il resources, but document its experiences with NGOs, especidly
to inform GOI plans to use NGOs in NRHM.  The NGOs were vauable partners in helping
CARE implement its program, beginning with community mobilization and later helping
CARE grengthen ICDS systems &t the sector and block levels. Now it is time for CARE to
pass these respongbilities to ICDS or NRHM. However, CARE's experiences, if assessed
and documented, could be of use in helping ICDS or NRHM determine whether and how to:
(2) make good use of the NGOs at community level, and (2) adapt and integrate some of the
more recent system drengthening functions of the NGOs into GOl supervisory processes a
the sector and block levels.

8. With respect to Title Il commodities and supply chain management, try to negotiate a quick
trangtion to 100% monetizetion, in conjunction with USAID/India. CARE should be able
to redirect the energies of its commodity staff during the remaning years of the program to
working with individua doates to dtrengthen commodity management sysems and to
replicate its successful experience in doing so0 in AP throughout the ICDS. This is a high
priority but one tha CARE gaff will not be able to devote sufficient time and attention to if
they have to continue to spend the mgority of their time insuring that the ddiveries of the
Title Il oil are synchronized with receipt of the now localy procured ration at the leve of
nearly 95,000 AWCs. The latter would be a poor use of their time, especidly since the Title
II' oil will be gone by the end of the program. And, it will divert CARE's time and attention



from activities that have the potentid for mgor, pogtive, long-term impact on state ICDS
commodity management systems

Not devote Title Il resources to scding up the women's SHG loca food procurement model
unless and until it has clear evidence of the true costs and benefits of this approach and a
better understanding of what would happen to the ability of the ICDS to ddiver its core
program if it assumes the workload for this model once scaed up. Decisions with respect to
scae-up need to be based on a detalled andysis of the full costs (both direct and indirect),
including the cods of additiond <aff (for traning in technicd and manegerid skills and
ongoing support and oversght), management dructures, equipment for the groups, qudity
assurance of food products produced, etc. Such an andyss should include the opportunity
cods to ICDS if AWWSs, their supervisors, the CDPOs, etc. have to spend time on the
development and oversight of SHGs or ded with the adverse impacts on the core ICDS
program if and when supply disruptions occur and/or qudity controls fal.  There is no solid
evidence base on which to base policy for this mode and such evidence will be
indigpensable to the GOI to inform its decisons.

The evduation team believes that there is a great need and many opportunities for CARE/India
to continue its invduable work, in partnership with the government of India, in maternd and
child hedth and nutrition and reproductive hedth in India, regardless of the phase-out of the
Title Il program, and recommends that CARE/India:

1.

Further policy didogue and advocacy at state and nationa levels and raise resources for an
extenson and refinement of its rurd RACHNA integrated hedth, population and nutrition
program, which effectively converges ICDS and RCH sarvices. Specific components and
innovations of greatest value to continue are:

Srengthening CBOS/PRIs for demand generation and increasing accountability of 1ICDS and
RCH systems for achieving intended hesglth and nutrition outcomes.

Reproductive health system and services strengthening for increasng access to free
contraceptives in ICDS and RTI/STI referd and trestment, including assuring availability
of drugs. See Annex 3 for more suggestions.

Improving nutrition in pregnancy and lactation and in children under-two, especially infant
and young child feeding and hygiene practices.

Improving supervision, capacity building and behavior change communication.

Postion CARE as a Resource Center for Nutrition and Hedth. Strengthen the technicd
capacity and policy diaogue role of its centrd and dtate offices. Raise resources to continue
digtrict teams.

Provide capacity building for its own gaff, both on thematic issues (Governance, Hedth,
Gender, Nutrition, etc) as well as on management issues (ResutsBased Management,
Team Building, Monitoring and Evauation, etc.)

Standardize the technica content of its programs and assure qudity control, alowing some
flexibility for State CARE teams to respond to local needs and contexts.

Strengthen its monitoring and evauation cgpacity.  Building partnerships with academic
inditutions and networks will be useful for conducting program evduaions with
consgtency and qudlity.
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6. Seek opportunities to use its wedth of expertise in supply chan management to strengthen
GOl systems for essentia drugs, vaccines, contraceptives, micronutrients.

USAID/India and USAI D/Washington/FFP

It is the opinion of the evauation team that CARE will need a minimum of three years to phase
out the Title Il program in a responsble manner, given its sze and complexity. Because
supplementary feeding is badcdly a dae function, CARE will have to negotiate separate phase
out drategies with each of the nine dates in which it is currently operating. The programs in
each dae and the speed a which they will be able to take over respongbility from CARE differ
greatly. Each of these dtate programs serves more people than the populatiion of most African
or Latin American countries. If CARE is forced to phase out too soon, it and the U.S.
Government will lose a unique opportunity -- its last opportunity -- to have a long-laging
impact on this huge sysem. Now actudly is a good time for negotiating a phase out, since the
current government is receptive and interested in leaming from and utilizing CARE'S
subgtantiad experience.  Two years is just not enough time for CARE to be able to trandfer dl
that it has learned over the years to the nine state governments through the series of system
srengthening activities that ae necessary or to advocate for key policies a the centrd and date
governments that are needed to protect and enhance the nutritional impact of the program. The
Title 1l program is the only US government program that is mandated to be concerned about
nutritiona outcomes, so the nutritiond advocacy that is gill needed is not likely to be picked up
adequately under USAID/Indias hedth programs which have a broader mandate. The team has
identified some key advocacy issues that it believes CARE needs b address during a three-year
phase out (see previous section on Recommendations for CARE during the Title Il Phase-out).
One of the more important will be to work with the central 1CDS to find a way to protect the
THR (take home ration) from arbitrary decisons a the date leve, including perhgps achieving
a mandate from the ICDS centra office that states have to implement a THR and not be alowed
to revert back to spot feeding. The THR better reaches the most vulnerable nutritiondly —
pregnant and lactating women and children aged 6-36 months.

USAID/India should:

1. Provide technicad assistance to CARE for: (1) operations research to build the evidence base
by testing CARE's new infant and young child feeding home vist, supervison and behavior
change gpproaches, and (2) a cogting and feasibility study of the self-hep group loca food
model as mentioned in the recommendations above,

2. USAID gshould look for ways to continue promoting Birth Spacing family planning
counseling and services as an essertid dement of the ICDS program in convergence with
RCH as successfully demonstrated by the Chayan project.



A. CHANGESIN PRIORITIESIN TITLE Il PHASE OUT

RACHNA

Titlell Phase Out

Replicate and scde-up “best practices’
and innovations

Scde-down and trander functions and

respongbilities to GOl and/or other
projects

Exit from most  community/block
activitiesusng Title |1 resources
Exceptions.

Identify  bare-bones  approach  to

program and test and assess it in severd
new aress

Review experience in a sample of
blocks two years after exit to assess

sudanability
Further test and assess recent
refinements  —  induding  through
operations research
Focus on savice ddiveey a the|- Focus on  drengthening  systems,
community and block level beginning & the dtate level
Devote more dtention to policy

advocacy a the nationa and State levels

Expand substantive focus to include]| -

more maternd and child heath and
family planning ectivities, RTISSTIs

Narow focus and in last few years
concentrate on ways to refine and
drengthen counsding and job ads with
respect to child feeding practices and
hygiene messages

Expand CARE teams at digtrict leve

Reduce the amount of Title Il resources
used to support CARE Didtrict Teams
Expand technical capacity and policy
didogue role of CARE central and date
offices, especidly in hedth

Use NGOs:

PreMTR, for community mobilization
and locd problem soving in
demondration Stes

Post-MTR, to hep drengthen systems
at sector and block levels

Graduate from NGOs a least with
respect to the use of Title Il resources
Document experience with NGOs for
use by GOI

Graduate from blocks

Graduate from states

Manage the import and distribution of
Title [l commodities

Phase out of direct digtribution of oil
Provide TA to hep drengthen date
supply  chan management  and
monitoring systems
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Government of India

The CARE RACHNA progran has demondrated successful reduction in  childhood
malnutrition, increased coverage of services and behavior change through innovations and

improvements to ICDS and RCH sysems and the convergence between them that merit
congderation by the GOI for replication as follows:

1. A shapened focus on achieving podtive hedth and nutrition impact and outcomes for

children under two years and pregnant and lactating women.  This requires basc and
refresher training to improve skills of AWWSs, ANMs and their supervisors,

Integreting Birth Spacing family planning counsding and services into the ICDS program
through convergence with RCH. The nationd family planning program should place greeter
emphasis on Birth Spacing given that short birth intervals have been documented around the
world to be mgor determinants of neonatd, infant and child mortdity and manutrition.  In
contrast to RACHNA, a focus on termind methods ill predominates in the RCH program.
The MOHFW should better train ANMs and improve the qudity of counsding and service
ddivery for family planning for birth spacing, indluding 1UD insartion sKills

The use of the take-home ration (THR) for supplementary nutrition to better reach Pregnant
and Lactating Women and Children 636 months, than spot feeding can. A decison should
be taken by the nationa 1CDS program to require THR for these groups, and not to alow
states to do spot feeding indead. The mogt effective drategy in RACHNA for achieving
convergence between ICDS and RCH has been the Nutrition and Hedth Day (NHD).
However, the NHD is not effective without the THR. Ddivery of immunization and
antenatal care at NHDs can aso be impaired by spot feeding or absence of THR. Therefore,
the MOHFW should aso be concerned.  If THR can be assured, then NHDs should be
adopted by dl states.

Usng Community-based Organizations and Panchayati Rg Inditutions (PRI) to credate
endbling conditions, generate demand for services, reduce socid excluson, monitor the
qudity of the program and hold service providers accountable. Given provison in the
NRHM for the new ASHA community volunteer, the GOl should learn from CARE's
success with Change Agents for reducing socid exdudon and mobilizing families to use
hedth and nutrition services and lack of success with Change Agents for making home
vigts and doing counsdling. The role of the ASHA in assuring ICDS and RCH convergence
needsto be clarified. Her work should include a nutrition focus.

Additiona generd recommendations for consideration by the GOI are:

5.

Increesng accountability for its mgor invedments to reduce madnutrition in  children
through effective measurement and reporting of child nutritiond datus and use of such an
indicator for advocacy, management and decisonrmeking a dl levds eg. through
improved qudity and use of weight for age data collected by AWWS, drategic use of child
nutritional  status data collected by the Nationa Nutrition Monitoring Buresu, State-wide
nutritional  surveillance efforts such as that of West Benga asssed by UNICEF, or an



©

anua height for age census of firg grade primary school children as used in Centrd
American countries .

Trandforming weighing of children in ICDS into a preventive growth promotion program
for under-twos focusng on weght gain and not Nutritiond Status Grades Normad through 4
and the current trestment of severe manutrition focus.

Re-orienting the priority tasks of the AWW in ICDS to focus more on growth promation in
under-twos including effective counsding and home vigts to improve breestfeeding and
complementary feeding and hygiene practices.

Achieving universal coverage of meedes immunization, including caich-up campaigns for
children grester than one year of age who were not immunized in infancy. Meades is often
fad in manourished children and severa cases in children 12-23 months were seen during
the find evaudtion.

. Strengthening performance and accountability for achieving hedth and nutrition outcomes of

middle level supervisors and managersin the ICDS and RCH programs at the block level.
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PART II FINAL EVALUATION OF URBAN RACHNA PROGRAM
(Chayan HIV/AIDS Prevention)

A. Background

There are 5.206 million HIV infections in the 15 to 45 year age group in India per recent
edimaes. With an HIV prevdence of 0.9% in the genera population, India is nearly a the
threshold for what is deemed a generdized epidemic. Infection with HIV is not uniformly
digributed in India, with the prevaence consderably higher (>= 1%) and the epidemic areedy
generdized in the four Southern dates of Maharashtra, Tamil Nadu, Andhra Pradesh,
Karnataka, and the Eastern states of Manipur and Nagaand. Understandably most resources
and programs for HIV/AIDS in India are directed to these high prevaence states. However,
eght other Northern dates with low HIV prevdence (< 1%) ae conddered especidly
vulnerable to the epidemic, including four of the dates where CARE implements Urban
Chayan, because these dates have very large populations, many of whom are extremely poor,
mobile or triba, with limited access to hedth services and these dates have wesk hedth
infrastructure to detect the epidemic early and respond effectively. The HIV/AIDS epidemic is
dill concentrated in those with high risk life syles in these vulnerable Northern dtates, making
prevention more feasble. Thus, it is widely recognized that the potentid is great for dowing or
even dopping the HIV/AIDS epidemic in India by focusng on prevention in these low
prevdence dates in North India, collectively referred to as “green dates’ and the motto is
“Keep the low prevaence ‘green’ dates green.” It is important to note that the North Indian
gates account for a mgor portion of the population of India, and considerably more people live
in the ‘low prevdence doates than in the ‘high prevdence doates Thus an unchecked
HIV/AIDS epidemic in the North would be particularly devadtating.

CARE's rationde for working on HIV/AIDS prevention in four ‘low prevaence daes and
Dehi dums under the umbrella of its RACHNA program was guided by a drategic andyss of
the above dtuation and the risks that HIV/AIDS posed for undermining gains made in the INHP
Il program. CARE's extensve network and experience dready established for the RACHNA
Program provided a head start for its Urban Chayan project.

B. Description of Urban Chayan Project

In July 2002, USAID gpproved CARE's proposd for the $10.5 million, six-year urban
HIV/AIDS prevention project, caled “Chayan” (meaning Choices), with the am of reducing
the prevdence of RTI/STI and preventing HIV/AIDS transmisson. The origind end dae for
Chayan of June 30, 2008 was synchronized by CARE and USAID in 2004 with the September
30, 2006 end date for INHP Il under the RACHNA umbrella and later extended to October 31,
2006 to dlow more time to disburse RACHNA funds. With the shortened timeframe, USAID
support was reduced proportionately to $7.385 million. The project has two components, one
for unmarried Youth from 15-24 years in school and out of school (mae and femae), and the
other for High Risk Behavior Groups (HRBG), namdy femde sex workers (FSW), truckers and
migrants (Table 1). The Urban Chayan project works in support of the National AIDS Control
Organization (NACO) and reaches groups that are not universdly covered by the GOI's
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National AIDS Control Program (NACP I1). The Youth target group lives in urban sums and
ICDS catchment aress and is more vulnerable to HIV because of lower socio-economic status.
In India close to 50% of new HIV infections are in the younger age groups. Urban Chayan is
located in 22 cities in four of the nine RACHNA dates — Uttar Pradesh (UP), Rgasthan (RA),
Chhattisgarh (CG) and Jharkhand (JH), as wel as urban Dehi dums. The god of Urban
Chayan is to enable men and women to be better able to protect themsdves from RTI/STI and
HIV infection through:

Risk reduction anong HRBG through targeted interventions.

Fogering respondble sexud behavior and reducing vulnerability among unmarried
youth.

The interventions are carried out via partner NGOs and include behavior change communication
(BCC), cregting an endbling environment through engagement with stakeholders, establishing
condom outlets, and sendtization of service providers. The BCC drategy uses Peer Educators,
and the ABC approach, a concept well accepted by the community.** Peer Educators (PEs) are
selected and trained and receive other inputs and in turn spread the message. The number of
urban Chayan sites with Peer Educators is 110 for FSW, 126 for migrants, 107 for truckers, and
239 AWCsfor youth. It has established 3,914 condom outlets.

Table 1. Persons covered directly under Urban Chayan

FSW | Migrant | Truckers | Youth- | Youth-  Out
School* | of School*
3,081 | 53495 | 67,823 90,148 | 50,377

* Numbers represent cumulative number of youth reached through all contacts and not
individuas, as some youth were contacted more than once.

Another important component of the HRBG intervention is the early detection, referrd and
syndromic management of RTI/STI in partnership with existing hedth care facilities

C. Methodology for the Final Evaluation

The find evadudion was caried out by a team hired by CARE and USAID, with the Urban HIV
program evauated largely by Prof. Ldit M Nath. (Annex 2). It was based on document and
data review, observations during fidd vidts to the program, as wdl as briefings and discussons
with CARE/ India gaff in Dehi, with other concerned stakeholders, such as USAID and
officids from State AIDS Control Societies (SACS) and from the Nationd AIDS Control
Organization (NACO), and with avariety of persons during fied visits.

Data sources for the evauation included two rounds of Behaviora Survellance Surveys —
basdine BSS and find BSS, the RACHNA Results Report for US FY 2005, the CARE End of
Program Documentation and various other documents.

1% The ABC approach consists of promoting Abstinence, Partner Reduction (Be Faithful), and Condoms for
preventing HIV/AIDS.



Discussion: This evauation is necessarily limited by the fact that fied vists were made only to
two dtates out of the four states and Delhi dums covered in the project and by the fact that at the
leve of the State AIDS Control Societies only one state was involved.

While extensve data were avalable, there were limitations worth further investigation by
CARE as will be discussed later in this section. Of particular concern was the fact that the
presence of risk behavior was chosen as an inclusion criteria a the endline BSS, while the
objective of the intervention was to reduce HIV risk by converting those at risk to a low risk

lifestyle.

It must dso be pointed out that no control group of comparable communities that were not part
of the Chayan project was included in the evauation desgn. This, of course, is understandable
as the Chayan project was not a pure research study, but an intervention that could have been
treated as operations research, thus alowing vauable lessons to be drawn of potentia benefit to
the AIDS Control Program in India and smilar programs esewhere. The CARE team could
make the case for the Chayan project stronger if they compared their results with those of
gmilar interventions and investigations done in India during the same chronologica period.
Without thet it is difficult to ascribe the results entirely to the Chayan process.

D. Approach toimplementation in Urban Chayan —demonstration —replication

While it had origindly been planned to gart the Chayan project in sdected Demondtration Sites
and then replicate it other dtes, this planned expanson was diminated when the duration of the
project was reduced from 6 years to 4+ years. While there are no plans for replication currently,
the reactions of the government machinery as evidenced by our very limited interactions in the
field suggest that both the state SACS in UP and RA and the central NACO would not be averse
to such scding-up. An example is the Bharatpur Didrict Collector, who, seeing the work being
done by the local CARE team, asked CARE to take the lead in organizing al NGOs working in
HIV into a consortium. He urged the other NGOs to take note of the CARE initiative and then
got them to divide up their geogrgphica areas and technicad focus so as to avoid duplication.
Thus, the team is not convinced that the truncation of the Chayan project period is a bad thing
overdl. The efficacy of the CARE HIV prevention interventions is enough to warrant moving
beyond the Demondration Sites to larger scde up now. If Chayan ran to 2008 as origindly
planned, CARE might have continued only in Demondration Sites longer than warranted. The
experience in the fidd, limited though it was, suggests that the vauable indghts CARE has
ganed should now be put to wider use. The current evauation can aso be seen as an
opportunity to expand the Chayan concept and broaden the aress of interest. If Chayan had run
till 2008 it would have had more time to influence the nationd and locd government policies
and programs. However, the interest generated as a result of this evaluation offers a chance to
gan other sources of funding to continue to build further on the program and to consolidate the
gans achieved.

A paticularly important aspect of the Chayan project was its concentration upon the low HIV
prevdence North Indian dtates. Few comprehensive HIV prevention interventions have been
done in this part of India, and yet it is these Sates that have the potentid to prevent a more
serious gStuation developing due to their very large populaions and vulnerability.  Another very



gonificant feature is that the great degree of community ownership and empowerment
generated by the Chayan interventions means that even in the worst case scenario of the project
ending and CARE moving on to cther things, the sautary effects of the interventions will
continue for some time. Unlike Chayan, too many projects create dependence rather than
empowerment.

Approaches to scaling up While there was little evidence of any dSgnificant scding up or
plans for continuation of Urban Chayan beyond October 2006, the question of how best to scale
up interventions like Urban Chayan should be consdered from severa dimensons should
resources become available to do so. The team is clearly of the opinion that the qudlity of
intervention in the aess vidted is extremey high, with many advantages over other
interventions with essentialy the same long-term gods.

Discussion: It would be in the interes of the prevention and control of HIV/AIDS in India if
such high qudity interventions not only continue, but expand in scope.  Ancther aspect of
scaing up is the question of broadening the target groups by indluding new HRBG to the focus
of Urban Chayan. For example, future projects could extend coverage to include Men who
Have Sex with Men (MSM), an otherwise neglected group who are a particularly high risk.
Any current MSM coverage was incidenta in the sense that if any MSM were pat of an
otherwise covered group they were included in Chayan. Other groups that could be reached to
a greater extent than they are include the saff working a less expendve hoteds and guest
houses/lodges and those involved in transport in the form of taxis, hire cars and auto-rickshaws,
epecidly in citieswhere tourism isamgor industry.

Yet another aspect of scaing up would be to replicate the mode in other cities. This can be
done either through expanding the area of operation of CARE, or by usng CARE as a nodd
organization to oversee the work of other contracted NGOs. Some or dl of the origind Chayan
dtes can be fine- tuned to serve as Demondration and Training Centers.  Perhaps the optimal
solution may well be to consder a combination of the avalable options for broadening the
target groups and broadening geogrephic coverage. It must be dressed that given the high
qudity and impact of the CARE program in the field, the lessons from and momentum of Urban
Chayan should not be allowed to go to waste.

E. Assessment of Overall Impact of Urban HIV/AIDS Prevention Interventions

The levd of achievement varies by date; however, usng the weighted average gives a ussful
composite vaue for the entire project. Therefore in the report, unless specificaly dated, the
overdl weighted average will be used. It is noteworthy that increases in condom use expected
to be achieved in 2008 have been met by 2006, an impressive accomplishment a full two years
ahead of schedule, with the increased use in truckers well exceeding expectations even for 2008.



Table 2. Condom use with non-maritad noncohabiting partner

HRBG Baseline 2003 | Final Planned 2008
Category 2006
Truckers 62.0% 82.7% 2%
Urban Migrants | 61.0% 69.0% 71%
FSW * 68.5% 86.7% 84%

* With paying client

Discussion: The concluson from the data above that the Chayan intervention had a sgnificant
impact is not necessarily true. The population was aso exposed to the ongoing NACO mass
media campaign and that may well have contributed postively to the change in behavior by
acting synergigticdly. ' the aisence of a control group, the results can be compared with other
data that may be available from NACO and other comparable studies. 1t must be kept in mind,
however, that studies and interventions are not common in the lower HIV prevaence groups
where the impact may be more difficult to show, but the long term benefits in terms of the
epidemic averted may be redlly sgnificant.

In the 2006 BSS there are data on the reach of BCC activities. It is noteworthy that only about

60 to 70 percent of the target population had persona experience with BCC a the community
leve.

Table 3. Observed BCC activities a the Community level

Experience Migrants | Truckers
Met any person talking about | 68.7% 59.7%
unprotected sex and dangers of
HIV/STI
Witnessed any BCC event on|61.1% 56.2%
HIV/AIDS

Discussion: The data suggest that while the program is working very effectively in the context
of the sdected sample (as evidenced by observations during fied vigts), the impact has not
spread out to the genera run of people in the same occupationa or risk category. This is one
category of data that might have improved if the project had run to July 2008 as origindly
planned.

F. Assessment of Program Inputsand Processes

1. Peer Educators (PE) All gtes for truckers, migrants or FSWs, had PE. This is not surprisng
as the PE was a very important channe for BCC in the intervention and logicaly the enrollment
and maintenance of PE could even be cdled the pivot for the entire project. The basc
infrastructure was put into place right a the outset —as it should have been. A look a the budget
deployment aso supports this and additiondly clearly brings out two aspects. The budget was
spent evenly across the life of the project (except the smdl amount pent in the last quarter of



FY 2002 upon approva of the project in July 2002), and the budget did not fal short in any year
after the decision to end the project in 2006 instead of 2008.

Table 4. Coverage of Peer Educator Program for Y outh

Category In-School | In-School | Non-School | Non-School | Total
Male Female Male Female

#trained 838 1067 892 1139 3936

#Functional | 614 752 545 732 2643

% 73.3% 70.5% 61.1% 64.3% 67.0%

Functional

Smilaly 1,727 PE were traned from amongst FSW, 2,704 from truckers and 2,847 from
amongst migrants, for atotal of 7,278 PE for HRBG.

Discussion: In generd the Peer Educator (PE) concept has proved to be a success. They are the
backbone of the program. It is important to differentiate the PE in Chayan from many other
projects that dso have persons drawn from the community caled PEs, because the PEs in
Chayan do not receive any remuneration, not even one rupee to meet their expenses in carrying
out their day to day tasks as Peer Educators. If the PE accompanies a member of the
community to the hospital for trestment, he/she does so0 a ther own expense. The difference is
in the high levd of moativation of the PE and, as a result, how wel the community responds to
them. Sddom have we seen such dedication and effective behavior change communication — it
is not only increedng awareness but the inculcation of red attitude change that makes the
Chayan project stand out. In very red terms the community served has assumed ownership of
the program, especidly in the case of migrant, trucker and youth in school components. The
other important components of the BCC intervention as well as involvement of stakeholders,
sendtization of savice provides, and edablishing referd linkages ae dl  essentid
interventionsin the Chayan package that gain strength from the PE program

2. Youth Resource Centers (YRC) All cities covered by urban Chayan have one or more fully
functiond Youth Resource Center. The term “fully functiond” implies that they meet dl the
pre-established criteria about the space, community management, etc. In al, out of the exiging
72 YRC, 60 are fully functiond. If we go by the population norms, the project should have had
66 fully functiond centers.

Discussion: The centers observed during the fidd vist were very impressve, both how they
were functioning and the knowledge and atitude of the members. The community apparently
fdt that it was their own center. This is dl the more noteworthy as the focus of the Urban
Chayan project’ s youth intervention is on the poorest sections of the community.

3. Prevention and Management of Sexually Transmitted and Reproductive Tract I nfectionsis
one of the prime objectives of the project and it was addressed adequatdly in the fied by
focusng on three aspects. The fird related to generating an awareness of the problem of
RTI/STI and emphasizing both the long-term consequences of the condition and its preventable
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and treatable nature. The second action was to establish a network for treatment by interacting
with exising hedth care providers, generdly the public sector hedth facility in the city. The
third dimenson was to make condoms available. As trestment of RTI/STI was an important
objective, another indicator reviewed was trestment given to those referred for care. These data
would only have been generated once the intervention dtarted so the basdine levd is not
germane. However, find survey indicators are available and clearly indicate that when patients
were referred, they got treatment and the vast mgority achieved cure.

Table 5. Referrd and Treatment Outcomes for ST1s (Urban)

HRBG Category* | Obtained Completely cured
medicines

Truckers 98.3% 90.8%

Migrants 91.2% 89.8%

FSW 93.5% 82.2%

It is dso important to assess if there was any change in trestment seeking behavior. Fortunately
information was available showing increases between the basdine and fina survey (Table 6).

Table 6. Treatment Seeking Behavior for STIs

HRBG Baseline 2003 | Final 2006
Category*

Truckers 72.0% 87.5%
Migrants 70.8% 85.1%
FSW 70.9% 82.4%

Discussion: These results are very dgnificant. The early detection and management of STIs are
concrete steps that can be taken to not only improve the qudity of life of the concerned persons,
but to enhance HIV/AIDS awareness and prevention. It is dso well established that a very large
proportion of those actudly infected with STIs do not seek agppropriate medica intervention,
and when they do it is frequently a a late Sage.  As the numerator in this case is the persons
seeking trestment among those referred to a hedth care facility and the denominator is the totd
number referred to a hedth care fadility, the data do not suffer from the limitations highlighted
earlier and are actudly quite robust.

4. Accessto Condoms

Free Condom Supplies were available a al stes.  In brothes there were two types of
condoms, the more expengive better packaged condom which was sold, and the free supply. At
mogst other dtes, such as migrant worker and trucker peer educator dtes, a free supply of
condoms was available, generdly in a condom box. Through December 2005, CARE reported
that 1,350,062 condoms had been distributed (11).



Social Marketing of condoms was built into the program. In the brothes, the madam
purchased condoms from the market and made them available to the girls & a cost. The cost
was borne by the sex worker and the client was not asked to pay. The madam made a healthy
profit on each condom purchased by the girlsd  Poorer girls, those not so much in demand, used
the free supply. In the rest of the program both types of condoms were available with depot
holders.  In Bharatpur there was use of condom vending machines placed a many drategic
stes. These were looked after by peer educator and community stakeholders. The loca person
in whose premises the machine was Stuated had the key to the dispenser and gave Rs 4 for each
condom sold to Hindustan Latex Limited for replenishing the stocks and kept Rs 1 for himsdf.

Through December 2005, CARE reported that only 115, 390 condoms had been sold (11).

Discussion: Field observations in both brothels and a condom depot holders in the community
serving truckers and migrants are that there is a hedthy utilization of this resource and a keen
interest by the stakeholders. Demand has been created and al segments of the community seem
to have accepted the input.

Information on the condom uptake by site could be collected by CARE and used as a
monitoring indicator.  After dl, condoms are replaced as they run out in the free distribution
boxes and upon payment in the socia marketed category. Conclusions can be drawn about how
the program is functioning in that particular area, and action can be taken accordingly. Poorly
peforming aeas can be the focus of increased supervisory vidts and ingppropriately Sted
venues can be changed (this is especidly relevant to Condom Vending Machines where they are
available).

5. NGO partnerships The outreach program was based on partnerships with 37 NGOs as
reported by CARE in the End of Progran Documentation (11). The partners met in the
(limited) fidd vidts were extremdy motivated and obvioudy carying out exemplary
interventionsin the field.

Discussion: CARE noted in the End of Program Documentation that because HIV was a new
sector, finding suitable patners with experience, orientation, and commitment was difficult
especidly for work with marginaized and stigmatized HRBG like FSWs (11). Some of the
partners were brought in very late which ddayed implementation in a few dties. In future
versons of this and smilar projects it would be useful to give preference to loca NGOs as their
presence in thefidd islikdly to continue even after outsde funding is discontinued.

6. Capacity Building followed the usua cascade pettern of dtarting with Training of Trainers
(TOT) from the main project daff such as the managers at centra and regiond levd and
working down to increesng numbers a the periphery, ending with the PE. The Nationd TOT
for Urban Chayan was hed a Durg in CG. Capacity building so far gppears to have been
largely that connected with the operationd eements of the project. Some capacity building with
key sakeholders such as school teachers, National Cadet Corps (NCC), Nationd Service
Scheme, Scouts, media persons and government functionaries has aso been held.

7. Behavior Change Communication (BCC) can only be judged by its impact. Based on the

team'’s rather limited field experience, the BCC is one of the strong points of Urban Chayan. In
fact it is the BCC drategy, especidly via the PE, that makes the fiedld work so very remarkable.
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We dso had the opportunity to see two BCC programs — one in a girl’s school where they
performed a song written and composed by the group and another a a Youth Resource Center
where they performed a dreet theater. Both were impressive because they did not have any
wrong concepts, had good messages and were performed with enthusasm. The latter had an
audience and the reaction was very favorable. In generd the target audiences were extremely
well informed and much more important seemed to have interndized the HIV/AIDS prevention
messages.  Attitude change was very obvious. |If the sample we saw in the two Staes can be
scded up or replicated, we would be sanguine that India would go the Uganda way and stop the
epidemic!

8. Advocacy The Chayan locd teams in the two cities vidted have made a strong impression
on loca decison makers and seem to have conscioudy expanded their area of influence by
making themsdves available to locd officid dakeholders. Beddes the hedth system, in one
location we met the NCC's Group Commander. He and his deputy were both most enthusiagtic
about the program and the ability of the team as communicators. They pointed out that they
now would not hold a camp for the cadets without ensuring that the CARE daff was avallable
to hep. Wider dissemination of the Chayan principles and achievements would have been
beneficid and contributed to achieving the policy influence objectives of the project.

9. Monitoring and Evaluation is the most disgppointing aspect of the Urban Chayan
intervention.  The flaws in desgn and conceptudization are unfortunate because they militate
againg the demondration of the efficacy of the redly excellent program in the fiedld. One aspect
of monitoring that merits specid mention is the role of Dehi Headquarters daff and Regiond
Headquarters gaff in routine monitoring of the work in the fidd. While vists were made by
senior daff, neither at Bharatpur nor a Agra could any record of the salient observations of the
vigting staff, nor ther suggestions for correcting/srengthening the work in the field be located.
It appears that there is no written feedback from supervisors. This is unusud and should be
corrected. In fact dl supervisory gaff should have a formd vist schedule and should record
their observations. Their observations and suggestions for correction or strengthening should be
shared with the fidd gaff and the regiond heedquarters.  Supportive supervison by CARE dff
is important and must not be overlooked. Systems should be set up to make this a reportable
activity.

The methodology for the BSS was disgppointing. There does not seem to have been any
condderation of the requirement to evauate the effect of the Chayan intervention. We will
elaborate on this point. Perhgps understandably no control group was included origindly. To
atribute the benefits in awareness and risk reduction indicators entirdy to the Chayan
intervention is difficult in the absence of a comparison with gmilar sudies conducted in India
After dl, a pardld intervention was going on a the same time which dso gpplied to the Chayan
beneficiary groups. (Consder the generd awareness campaign that was going on as a part of
NACP, and severd targeted interventions that may have, for example, impacted on truckers
while they were outsde the 22 sdected cities. This is a rdatively smal problem but it should
have been anticipated).

Much more important is the fact thet the incluson criteria for the find BSS were problematic.
In the case of truckers and migrants, those that were not judged as ‘high risk’ were screened out



before proceeding with the in-depth BSS. Discussons with person responsble for data
management and andyss a CARE India indicated tha some 1,500 truckers were initidly
screened in CG, and then only 489 were included in view of their continued high risk behavior.
The same screening procedure was carried out at al survey dtes. Thus, dl those truckers who
changed ther life-style to a low or no risk patern due to the Chayan intervention were
diminaied from the find sample  Given this scenario it is difficult to ge the data to make any
meaningful condusions.

To add further interest to the interpretation of the BSS data, a one point the denominator used is
the entire 1,500 sample for one dte and in the rest of the cdls in the same section it is the
screened population.  And the exact number of the screened population is not stated anywhere.
(Amended tables were ultimately provided to the team but the draft find evauation report had
dready been submitted by then). The point is not only that the data were inadequately
tabulated, but that apparently they had not been carefully looked at in-house before submitting
to the evaluation team.

The evauation team’'s deliberations were limited to the data made available to them, and the
team had no way of knowing dout data not provided to them. These shortcomings may explain
why there are 38 pairs of cdls where the find results in the 2006 data are worse than the
equivdent basdine figure in 2003. For example, amongst migrants in JH compared to the
basdine of 19.6% in 2003, a endline 76.8% had sex with a non-regular partner or commercid
sex worker within the last 12 months.  This figure has risen in every date to a lesser or greater
degree. Even basic indicators such as the percentage of those FSW that had heard of HIV/AIDS
and knew that condoms reduce the risk of HIV fdl in JH from a basdine of 90.5% to 79.9%. In
Dehi, the use of condoms by FSW with nonpaying clients fel from 78.3% before the
intervention to only 24.9% in 2006. These counterintuitive results need to be explained and the
CARE India office would benefit from paying careful atention to the information generated by
their evduations.

There are other examples which reflect a poor attitude by CARE to the use or usability of data
provided. For example, refer to the table entitted “Urban Chayan — Achievements agangt
Milestones — High Risk Behavior Groups — FY 05°. Firgly the table does not refer to Fisca
Year 05 but to FY 03 to FY 05. The title is mideading. The point will be edaborated with a
few more examples, though such ingances were present on nearly every page of background
documentation provided by CARE. The program was initidly funded in July 2002 (US FY
2002) but the budget table from CARE shows the first budget year as FY 2003 and does not
reflect the obligations made by USAID in the lag quarter of FY 2002. Confuson arises
because, as we were informed, CARE India has its own fiscd year that runs from July to June!

But this is dl the more reason for correctly labeling budget tables. If the Milestone table CARE
provided for Urban Chayan is examined, it will be noticed that the firs achievement is that 76
out of the 107 sanctioned staff pogtions had been filled in FY 03. However, in the subsequent
pages on future years there is no mention of the remaining 31 postions Were they left vacant
or were they subsequently filled? At serid 5 on the firg page for FY 03, the achievement is that
the mapping exercise for HRBG was completed for 4 Urban Chayan states. On he next page
this is a0 liged as an achievement for FY 04 a serid 2. At serid 7 on the first page for FY

03, it is pointed out that setting performance targets for Chayan was not completed. At no place
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subsequently is setting the performance targets mentioned.  One can either assume that this was
never completed or that it was completed a some ungpecified time? Actudly it is very probable
that al the lacunee were filled in the subsequent year, but the way the Milestone table is
prepared is not action and evauation friendly and raises questions about CARE's ability to
manage for results using such tools.

Discussion: The contrast between the excellence of the work in the field as assessed both from
personal observations and the data generated by the basdine and endline surveys, and the many
lacunae observed in the way the data were presented by the CARE India headquartersis
remarkable. Y et the digtrict teams and the field performance could only have demongtrated
their outstanding work with the support and guidance of the entire team. It is unfortunate that
this was not apparent in our interactions with parts of the team. When these issues were
discussed with the CARE India Delhi saff they pointed out that the guiddines for the BSS
methodology and procedures were provided by a Technical Advisory Group and these
procedures had not been designed by the CARE team. This does not absolve the CARE team of
the respongibility for raising questions, analyzing the data comprehensively and sharing dl
avalable information for the find evauation.

G. Potential to influence theimplementation of HIV prevention interventions of SACS

It bears repesting that we have not seen any HIV prevention field program that is as impressve
as the CARE Urban Chayan intervention. The degree of not only mere awareness generated but
the very red change in attitude and moativation is extraordinary. Discussons with the City leve
government machinery ranging from the Didrict Collector, Chief Medicd Officer, Deputy
Chief Medicd Officer (HIV/AIDS), Medicd College Principd and faculty, ICDS doaff, daff
from the education department and even the Group Commander of the NCC were dl unanimous
in expressing that the program had been of benefit to them and changed their thinking and

perceptions.

The same is not true of the perceptions a the more senior level. Discussons with the Principa
of the Agra Medicd College brought to light the interesting point about the vishility of the
urban program. It is rlevant to note that he is aso the Head of Preventive and Socid Medicine.
He sad tha there was an Urban CARE program in Agra but he was not redly aware of what
was being done. This is in spite of the fact that one of the sdected migrant Stes is opposite a
gae into the Medicd College campus and that the CARE program uses the HIV/AIDS
Voluntary Counsding and Tedting center in that college and dso refers patients for RTI
management and care. Discusson with the Director of Rgasthan SACS brought out much the
same thing. He pointed out that he earlier had no idea about what was being done in the field,
and even when he had gone to Bharatpur in connection with an OXFAM project, no one had
invited him to see the CARE work. Until recently when he requested it, no one from the
CARE/Japur or Dehi offices shared any reports or data with his office.  Similarly the officer
responsible for communication @& NACO Dehi was not aware of the CARE Urban Chayan
intervention — a sorry fact as BCC is an essentia aspect of the project.

At the State SACS levd the earlier mapping exercise conducted by CARE contributed to the
State-wise mapping conducted on behdf of Rgasthan SACS (and no doubt was used in the
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other States dsn). Not only were the data used, but the experience and indghts were shared
with the State and the contractor for the State-wide mapping. As suggested by NACO, a CARE
representative was aso invited to meetings to work out the State Program Implementation Plan
(PIP) for NACP Ill. These facts support the contention that Chayan had an effect on the State
plan and NACP IlI. It was after these meetings that the Rgasthan SACS director requested and
darted getting reports from the Chayan team. At the locd leve the response of government
stakeholders was much more spontaneous and postive.  Concerned government stakeholders
were unanimous in saying that the program had contributed a lot and the CARE team was

aways ready to help in any way possble.
H. What isthe extent of unfinished work in HIV/AIDS in RACHNA program areas?

Satidics avalable from the basdine and endline surveys reved specific facets that have falen
short of stated objectives. However, as every fidd worker knows, it is the find few who are the
most elusve and one can keep trying to gain higher and higher levels of success with more and
more effort. A part of the unfinished agenda which would perhaps have been addressed in the
find two years of the project could have been the extension of the field experience to greater
policy influence.  While enough informa evidence of the impact on government programs is
beginning to emerge, this effect would possbly have become more obvious, if the interventions
had continued for the remaning two years. But this is a smdl advantage. It is much more
important to go ahead and seek resources to scale-up from what has been achieved so far.

|. Recommendationsfor Urban Chayan HIV/AIDS Future Programs

This find evaduation has provided vauable ingghts into the integrated RACHNA program. Our
recommendations for the Urban Chayan Project are asfollows:

CARE/India Close-out and Trangition of RACHNA Sarvices

1. Since the absence of a comparison group in Behavioral Surveillance Surveys (BSS) used to
evduae the program limit the &bility to attribute impact to Chayan, CARE should obtain
national data from NACO and data on the impact of other smilar projects working with the
same target groups in low prevaence states to use for comparison.

2. CARE should update the technicad knowledge of its dtaff and Peer Educators to include
injecting drug use as a mgor cause of blood mediated transmisson and not just blood
transfusons.

3. Work with USAID and the GOI to prepare a trandtion plan for adl services that end when
RACHNA endsin September-October 2006.

In Generd for CARE
1. The sheer excedlence of the Chayan HIV/AIDS prevention program in the fidd mandates

that CARE should raise resources for its continuation and expanson and for transferring the
know-how to other NGOs.



2. The target groups should be expanded to include MSM. In cities with sgnificant tourism,
such as Agra, programs to prevent HIV/AIDS should include daff of smal hotes and guest
houses and transport staff, such astaxi and auto-rickshaw drivers.

3. Monitoring and Evauation and Supportive Supervison should be improved.
USAID/India

1 Invesment in HIV/AIDS prevention among HRBG in low prevdence dates should
continue in order to arrest the HIV/AIDS epidemic in India

Government of India National AIDS Control Program

1 The CARE Urban Chayan HIV/AIDS prevention program has demonsrated successful
improvements in knowledge, attitudes and practices among High Risk Behavior Groups and
Youth and the lessons from it are too good to waste. Scaing up the project to other Smilar
groups would be of bendfit to the nationa effort to contain the epidemic. One possihility would
be to use CARE as a nodd organization to trandfer skills to and oversee the work of other
contracted local NGOs.

2.  The excdlent Peer Educators trained by CARE should be used as trainers or motivators in
other HIV/AIDS prevention projects.



Annex1 Documents Reviewed

CARE/ India, USAID/India and other Stakeholders provided a large number of documentsto
the find evduation team. The following are the documents that the team consulted and found
most relevant to the evaluation.
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2

10.
11.

12.
13.
14.
15.

16.
17.

CARE, Chayan Project Design — 2002 to 2006.

. CARE, The Chayan Project Revised: A proposd to build on the Integrated Nutrition and

Hedlth Project and for the Reproductive and Child Hedlth, Nutrition and AIDS (RACHNA)
Program. Submitted to the United States Agency for Internationd. Development (USAID).
November 2002.

CARE, Promoting Family Planning & Prevention & Control of RTI/STI & HIV/ AIDS
under the Chayan Project — October. 2003.

CARE, Reproductive and Child Health, Nutrition and AIDS (RACHNA) Program; A
Proposd for Child Surviva, Family Planning, and HIV Prevention Components: Submitted
to USAID/Indiafor October 2003 to September 2006.

CARE, Reflections on a Journey- RACHNA midway, November 2004

Reynalds, J., Bartlett, B., Cogill, B. et d., Midterm Review of the RACHNA Program,
CARE/India, April, 2005.

CARE’s Response to findings and recommendations by mid term review team. May 18,
2005.

CARE, RACHNA HMIS Manua , May 25, 2004.

CARE, Guiddinesfor Best Practices.

CARE, Integrated Nutrition and Hedlth Project (INHP) 11 Results Reports. Reports
prepared for USAID/FFP for FY 02, FY 03, FY 04 and FY 05.

CARE, RACHNA - End of Project Documentation — National Documentation for Rurd
RACHNA and Urban Chayan, April 3, 2006.

Johns Hopkins School of Public Hedlth, Evauation Research to improve newborn hedth
and surviva in the Integrated Nutrition and Hedlth Program (INHP) 11 Area.of CARE India
Draft - End of Project Survey Report, March 31, 2006.

Johns Hopkins School of Public Hedlth, Evauation Research of the Nutrition Interventions
in the Integrated Nutrition and Health Program (INHP) 11 Aress of CARE India. Prliminary
Draft. Endline Evaluation Tables for Andhra Pradesh State. April 23, 2006.

Johns Hopkins School of Public Hedlth, Evauation Research of the Nutrition Interventions
in the Integrated Nutrition and Health Program (INHP) 11 Aress of CARE India. Prliminary
Draft. Endline Evauation Tables for Uttar Pradesh State. April 23, 2006.

CARE, Non Pand Districts. Family Planning, Infant Feeding and other Stories, 2006 (Mini-
RAPS).

CARE, Pand Didtricts: Infant Feeding, Immunization and other Stories, 2006 (RAPS).
CARE, RACHNA Operationd Strategy Document. December 10, 2003.

18. CARE, Capacity Building Module for INHP Digtrict Teams.
19. CARE, Modulesfor Training of Reproductive Hedth Change Agents.
20. Gragnolati M, Shekar, M, Das Gupta, M et d. India s Undernourished Children: A cdl for

Reform and Action, HNP Discussion Paper, the World Bank, Washington, DC, August
2005.



21. CARE, Strengthening a Package of Essentid Nuitrition Actionsin ICDS and RCH
Programs, May 2005.

22. CARE, Reducing Child Mortdity and Manuitrition in India- The Basis of Community
Interventionsin Newborn Care, Immunization and Nutrition.

23. Ahmed, A., Adato, M. Rashid, S. Food Aid Trangition in India s Integrated Child
Development Services (ICDS) Program in CARE- Supported Aress, IFPRI, FANTA,
November 2005.

24. Stinson, W., Bailey, L., Bartlett, A. et a., CARE Integrated Hedlth and Nutrition Project
(INHP) Find Evduation, CARE/India, June 30, 2001.

25. Tdwar, P.P., Singh, P., Pandey, A., Subharwa, M., Find Evauation Integrated Nutrition
and Hedth Project Quantitative Survey, Executive Summary, CARE/India, June 2001.

26. Johns Hopkins University-1ndiaClen Program Evauation Network, Qualitative Report,
RACHNA/INHP 2001-2006, Preliminary Draft, April 25, 2006.

27. CARE, Reforming ICDS for Greater Impact- 1ssues and Options for ICDSin the 11™" Five-
Y ear Plan, January 2006.

28. NIPCCD, Three Decades of ICDS — An Appraisal: Executive Summary, March 2006.

29. Das Gupta, M. Public Hedlth in India: an Overview, Development Research Group, the
World Bank Policy Research Working Paper 3787, December 2005, Washington, DC.

30. Minigtry of Hedlth and Family Welfare, Government of India, 2005-2012), 2005, New
Delhi, India

31. Balley, Laura. Integrated Nutrition and Hedlth Project (INHP) 1I: Graduation ~ Strategy. A
report prepared for CARE India, October 2002.

32.Coqill, Bruce, et d. “A Scenario for Managing Rapid Change and Accelerating Phase-Down
of the CARE/IndiaTitle Il Program.” A report (draft) prepared by the FANTA Project for
USAID/INDIA and USAID’s Globa Bureau for Hedth, March 19, 2003.

33. USAID/India “Concluding Title Il in Indiac A Phase-Out Plan for the India Titlel|
Program.” (Fina Draft), New Delhi, India, December 22, 2005.

34. CARE, Socid Marketing of Contraceptives. (a) Scope of work — CARE and PSI
Partnership, and (b) Post MTR — Power point Presentation.

35. CARE, ISOFI folder: (a) ISOFI Process Documents, Lucknow, (b) Ingtitutional Plan for
Mainstreaming Gender at CARE — A Report, and (¢) Phase — 1 : Consensus Building,
Planning and Design — Bhilwara

36. CARE, Gender Folder: (a) Gender Integration in RACHNA, (b) Gender Equity Policy, and
(c) Gender Approach Paper

37. USAID/India. State Monitoring Visit Reports for the RACHNA Program

38. Law JE, Cousens S, Zupan J. 4 million neonatal desths: When? Where? Why? Lancet
2005; 364: 9-17.

39. CARE. Integrated Nutrition and Hedlth Project: Development Activity Proposal, October
2001- September 2006.

40.CARE. Integrated Nutrition and Hedlth Project 11: Development Assistance Program
(October 2001- September 2006), Amendment (April 22, 2003).

41. Cavde, V.M. Review of ICDS Supply Chain Systemsin Nine CARE-Asssted States.
Food and Nutrition Technical Assistance Project. November 22, 2004.

42. CARE, Facilitating Convergent Action for Better Materna and Child Hedlth Care in
Rajasthan- CARE' s Experiment with Sector Alignment under INHP 11 in Jodhpur and Pali
Didlricts of Rgsthan.



ANNEX 2  Methodology for the Final Evaluation of RACHNA

The god of CARE's comprehensve find evaduation, of which this find evauation was a part,
is to assess whether the RACHNA program achieved the committed results in each of the
impact areas as proposed in the design of INHP Il and Chayan. The objectives of the overdl
find evaluation are to:

1. Assessthe achievements of the program against committed results.

2. Determine the main ressons for achievement / lack of achievement of results, within the
scope of the program design and Strategy.

3. Determine whether the program benefits of RACHNA reached different vulnerable/
marginaized groups, as proposed in the program design.

4. Assessthe effectiveness of program management, monitoring and resource utilization.

5. Assess the feaghility of the drategiedactiviies for community empowerment and
inditutiona strengthening in the context of the phase-out planned in the next phase.

6. Make recommendations for future programming in current geographic and intervention
areas.

TheFinal Evaluation Team

The independent, externd team hired by CARE and USAID conducted the find evduation of
the RACHNA program and sought to answer key questions proposed by CARE and USAID
concerning: & results and contributory factors, b) policy/program impact, c) program
management, d) monitoring and evaudtion, € program graduation specific to INHP only, and f)
future programming (see lig of Key Quedions a end of this anex). The evauation team
brought globa and nationd perspectives, understanding of issues around programming at scae,
experience with program implementation and evaduation and knowledge of current Sate-of-the-
at in esch technicd aea  The team included members with materna and child hedth,
reproductive hedth, HIV/AIDS and nutrition expertise, with familiaity with Food for
Peace/Title 1l issues, with experience with large integrated programs, and data andyss,
mterpretatl on and writing skills. The team members were:

Mary Ann Anderson — Team Leader, Management, Nutrition

Narendra Arora — Process Evdudion, Monitoring and Evduation, Evidence

Base

Alfred Bartlett — Maternd and Child Hedlth

Rgesh Kumar — Policy and Evidence Base

Renu Khanna— Family Planning, RTI/STI, Gender, Equity

Ldit Nath — HIV/AIDS

Robeta Van Haeften — Title Il Supplementary Feeding, Graduation, Food

Trangtion, Supply Chain Management

The following representatives of the government of India accompanied the team during the find

evauation: Mr. AK. God and Mr. Saroj Adhikari, MOWCD and Dr. Sangeeta Saxena,
MOHFW.
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Data Sourcesfor Final evaluation

The primary sources of data for the evauation included:

1. CARFE/Indids End of Project Documentation-Nationad Documentation

2. Draft findings from representetive, program-wide, population-based, quantitative surveys,
with data collection by survey research firms contracted by CARE, namely:

Rurd household surveys sampled from al RACHNA program blocks, didricts, and
dates (except Bihar) to measure changes in key reproductive and child hedth, and
nutrition indicators. Endline for INHP | in 2001 served as Basdine for INHP II.
Separate Baseline conducted in 2003 for Chayan Rurd and Chayan Urban Y outh.
Endline survey for INHP 1l and Chayan Rura conducted in 2006. Weighted average
from date-level edtimates provided nationd-level estimates used by the evauaion team
for basdine and endline impact data on Performance Tracking Table Indicators.
Behavior Survellance Surveys (BSS) among high risk behavior groups in 22 Chayan
Urban cities to measure changes in key HIV prevention indicators. Basdine 2003 and
Endline 2006. Weghted average from date-level edtimates provided nationd-leve
edimates used by the evauation team for impact data on Peformance Tracking Table
Indicators.

3. Dratt findings from Evauation Research by Johns Hopkins Bloomberg School of Public
Hedth and King Georges Medicd Universty— 3 quantitative independent studies of
CARE program impact, each conducted in one intervention and one comparison didrict on;

Newborn Hedth and Survivd in Barabanki, UP Intervention Didrict vs. Unnao
Comparison Didrict with Basdine from January-May 2003 and Endline from January-
March 2006.

Nutrition Interventions in Barabanki, UP Intervention Didrict vs. Unnao Comparison
Digrict with Basdine from January-February 2004 and Endline from January-March
2006.

Nutrition Interventions in  Kaimnagar, AP Intervention Didrict vs. Rangareddy
Comparison Didrict with Basdine from January-February 2004 and Endline from
January-March 2006.

4. Draft findings from an externd, independent qualitative assessment of key RACHNA
progran processes and ther links to results, with a focus on implementation from the
digrict level down to community level. The assessment was conducted in March 2006 by a
team from the Johns Hopkins Bloomberg School of Public Hedth and the IndiaClen
Program Evduation Network through fidd vidts and interviews in 3 RACHNA program
gates and 2 digtrictsin each, including vidts to 35 AWCs.

5. Findings from key informant interviews and observations of the find evadugaion team,
including field vidits to project Stesin 5 states and 2 didricts (see Table a end of Annex).



Secondary sources of data included previous evauation reports, project design and operationd
drategy documents, annuad results reports, nationad and State process documents, monitoring
data from HMIS, data from annua rapid assessments (RAPS) in Replication Sites in one pand
digrict in each of the RACHNA dates except Bihar, and documentation of digtrict-Specific
experiences and results as individual stories or case-studies based on RAPS or mini-RAPS data
collected by project daff in the last year of the program. The RAPS data were collected in
November 2003 (R1), July-September 2004 (R2), and September-November, 2005 (R3) in one
digrict each from the dates of Andhra Pradesh (Khammam), Chhattisgarh (Kanker), Jharkhand
(Lohardaga), Madhya Pradesh (Seoni), Orissa (Kalahandi), Raasthan (Bikaner), Uttar Pradesh
(Ree Barelly) and West Bengd (Bankura) by survey research firms contracted by CARE.
While there are some limitations to using the RAPS data as described wdl in the RACHNA
Midterm Review Report, the find evauation team found them useful as a secondary source to
complement findings from the more reliable primary data sources described above (6).

In its deliberations, the team gave precedence and more weight to changes seen in the program:
wide, representative basdine and endline surveys, but only data for the Performance Tracking
Table Impact and Outcome Indicators had been analyzed from this source and made available
by the time of the find evauation, while awedth of other datawill eventudly be andyzed.

Furthermore, due to the absence of a comparison group in the program-wide impact evauation
aurveys it is difficult to atribute dl the changes seen soldy to the impact of the RACHNA
program. The find evauation team acknowledges that CARE's evaduation design as agpproved
by USAID did not include comparison groups, except in the case of the Evauation Research
sudies, because they were implementing interventions whose dinica efficacy had dready been
established in research trias by others, and it was not feasble or cost-effective to include
comparison groups in evauation surveys of such large programs. Given these limitations, it
was invduable for the find evauation team to dso condder the findings of the Evauation
Research studies which did have comparison groups, and data on a number of other outcome
indicators for service ddivery and behavior change that RACHNA sought to improve. The
RAPS provided another useful source of quantitative impact data that the find evauation team
could triangulate with the other two primary sources of quantitative impact data mentioned
above. Any changes seen in more than one of the three quantitative impact data sources took on
more dgnificance than if seen in only one source (i.e. triangulation). However, snce the RAPS
were not designed to provide dae-levd or weghted nationd-levd edimates, the find
evauation team needed to decide on criteria to use to determine whether changes seen in RAPS
pane didricts over time were indicative of likdy smilar program-wide changes. Furthermore,
for the Evaluation Research that was conducted in only one or two intervention didricts criteria
were needed to determine the dgnificance of the changes for use in the programwide find
evauation. The criteria agreed upon are asfollows:

BOTH OF THE FOLLOWING CRITERIA SHOULD BE MET FOR RAPS:
1. The change in the 2 years between R1 and R3 shoud be at least a 10 percentage point
change and at least a 5 percentage point change should be seen between R2 and R3.  For all

the indicators with R1 and R3 data the team reviewed the change that had occurred between
R1 and R3 (over gpproximately two years). Changes over the short one-year time period
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between R2 and R3 were only used for a few indicators with no R1 data.  Unfortunately the
datistical tests of sgnificance of changes between R1 and R3 had not been cdculated in the
RAPS data tables given to the find evduation team by CARE. However, tests of
sgnificance were available for the R2 vs. R3 rounds mainly based on Mantd-Haenzd Chi-
gquare tests.  The RAPS data table footnote stated that “The significance of R1-R3 changes
has not been tested, but should be apparent in most cases when compared to R1-R2
changes” It was beyond the scope of the find evauation team to run datigtica tests of the
data comparing R1-R3. Ingtead, we reviewed the R2-R3 changes to determine on average
the minimum percentage point difference associated with a 99% confidence leve (p<.01).
This conservative confidence level was chosen to compensate for the design effect due to
the fact that the samples for R1 were much smaler for the 65 months age group and two-
sage cluster samples, whereas the samples for R2 and R3 were much larger one-stage
cuger samples. Larger differences would be needed to reech datistica sgnificance given
this design effect. In generd, at least a 5 percentage point change was needed br the 99%
confidence level over the one year between R2 and R3. Therefore the team doubled the
change expected to be dgnificantly different over the two year period from R1 to R 3 to a
least 10 percentage points.

The change should be seen in a least 4 of the 8 RAPS pand didtricts (half of the RACHNA
programn dates) with no more than one other pand didrict changing equdly (eg. a least
10% point R1 vs. R3 or 5% point R2 vs. R3) in the oppodte direction. In the case of
Chayan, the change shoud be seen in at least 2 of the 4 RAPS pand didricts (haf of the
Chayan dates) with no more than one other pand didrict changing equaly in the opposte
direction.

FOR THE EVALUATION RESEARCH:

3.

For the Newborn Evauation Research in UP, only change in indicators where the difference
in differences between intervention and comparison didrict over the 3 year study period is
sgnificant at p < .05.

For the Nutrition Evauation Research only change in indicators where the difference in
differences between intervention and comparison didtrict over the 2 year dudy period is
sgnificant a p < .05, for both study didtricts in AP and in UP in order to represent more of
the CARE program than data from one intervention digtrict in one state can.

In addition, the team drew assstance as needed from a pand of naiond and internaiond
technica expets familiar with the CARE program. Also, the membes of the quditaive
assessment team presented their findings to the find evaduation team. The find evauation team
attended two meetings with the Technicad Advisory Group (TAG) for the quantitative basdine
and endline surveys. A smdl, separate team led by an internationd hedth economist gathered
data and anayzed findings on costs of RACHNA in close coordination with the find evauation
team.
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Planning, Preparation and Orientation: The evduation team conducted team planning
meetings to devdop a comprehendve underganding of the program and to desgn the
evduation methods and tools before the fiedd vidgts. The evauation team participated in
briefings by RACHNA daff for a thorough orientation to the program, darifications and
opportunities to findize evauation processes and fill support needs. The team aso met with
USAID India to understand their expectations from the evaudion. Before sarting the fied
vigts, the team leader shared with CARE India and USAID/India an outline for the evaudtion
report, obtained feedback, and finalized the outline accordingly.

Fidd Vidts: During fidd vidts the team sought answers to questions emanating from the
andysis of quantitative data, the quditative assessment, the interface with CARE aff and other
gakeholders and to directly inform recommendations. The team was divided into sub teams and
made vigts of 2-3 days each to five dates to assess program implementation (see Table a end
of Annex for places vidted). The team sdected haf of the dates as those on the “better” end of
program impact and half of the states as those on the “lower” end of program impact. For each
dae, we sa with CARE gaff to plan the didricts to be visted, excluding didtricts that were in
the RAPS, or the Evaduation Research or the Quditative Assessment and trying to vist two
digricts per sate for the rura RACHNA program. An exception was the vist to Karimnagar
digrict in AP despite it being in the Evaluation Research, because of the need to see the Locd
Food Modd there. We asked CARE to take the team to a least one block identified for
graduation from the Title Il program by September 2006 and one non-graduation block. Once
ariving a the blocks, the find evauation team picked which anganwadis to visit from the totd
lis of anganwadis, deiberaidy sdecting some demondration, replication, and other
anganwadis. Twenty anganwadis were visited with Nutrition and Hedth Days observed a three
AWCs (two in Jharkhand and one in Chhatisgarh).  For the urban Chayan program the find
evauation team chose the two program cities to be visted but le¢ CARE pick the Stes within
those cities. CARE date and didtrict staff accompanied the team as well as representatives from
the MOHFW and MOWCD. Interviews were hed with CARE RACHNA doaff (district and
date levels), and date, didrict and block leve functionaries of ICDS and RCH including
AWWSs, ANMs, Supervisors, CDPOs, Didrict Program Officers, Medicad Officers, Didtrict
Medica Officers, as well as others involved in the CARE program including Change Agents
and Reproductive Hedth Change Agents, private hedth providers, sdf-hdp groups,
community-based women's groups. Interview guides were prepared by the team to standardize
guestions to be asked at different levelsin each of the States.

Interviews at National Level: Medings were hdd in Dehi with CARE daff, USAID,
MOHFW, MOWCD, PSl, NACO, UNICEF and the World Bank. The team prepared interview
guides in advance for the meetings with USAID and the GOI.

Presentation of Findings: The team conducted debriefings with CARE, USAID India and the
Government of India (jointly for MOHFW and MOWCD and separately for NACO). Copies of
the PowerPoint presentations and a set of draft recommendations were shared with CARE/India
and USAID/Indiaand the final report prepared after incorporating the feedback.

Timedine for Final Evaluation: The externd team worked in India April 2-30, 2006. The
Final Report of the evauation was available by May 31, 2006.
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RACHNA Final Evaluation Team Fidld Vidgt Details

State Program Didricts Program Blocks Team Members
Rurd RACHNA Graduation Blocksin
Bold
Jharkhand East Singbhum Patamda Al Bartlett &
RobertaVan
West Singbhum Khuntpani Haeften
Andhra Pradesh Medak Narsapur Al Batlett
Gajwd
Karimnagar Bhimdevarapdly Roberta Van
Sralla Haeften
Chhattisgarh Bastar Tokapa Renu Khanna
Durg Patan
Uttar Pradesh Sitapur Kasmanda Renu Khanna &
Mary Ann
Kanpur Sarsaul Anderson
L ucknow
Malihabad Renu Khanna
Chinhat
Agra City- Urban Chayan | Ldit M. Nath
Rajasthan Bharatpur City- Urban Chayan | Ldit M. Nath
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Proposed Key Questions for Final Evaluation of RACHNA

Ar eas of Assessment

Key Questions

1. Resultsand
Contributory
Factors

1. Did RACHNA achievethe committed resultsunder each of theintervention
areas?

=  Why did some states/districts/cities achieve greater results than othersin
different areas?
Did the program benefits reach equitably to poor and socially marginalized
populations? Were female and male children reached equally (or better, in
proportion to their relative need)?

2. What arethefactorsthat influenced the achievement or non-achievement
of committed results?

= How effective was the design of RACHNA to achieve the committed results?
Did the changes/refinements in design made over time contribute to or
constrain results
= Which of the program strategies/ approaches/processes have been most
effective in achieving changesin child health and nutrition, reproductive health
and HIV prevention?
=  What factorsin the external environment may have influenced the achievement
or the lack of achievement of resultsin RACHNA? Administrative and
systemic, social, political and policy factors?

2. Policy/Program
Impact

1. How did RACHNA contributeto improvementsnational programsfor
child heath, nutrition, reproductive health and HIV prevention?

=  What improvements were made in ICDS, RCH and NACP in RACHNA
program areas

=  What influence did RACHNA have on ICDS, RCH and NACP beyond the
RACHNA program catchment areas?
What lessons from RACHNA are useful to the national programs including
ICDS, RCH and NACP 111?
Do policy-makers and program planners at national and state levels perceive the
evidence and experiences from RACHNA valuable for national programslike
ICDS, RCH and NACPI11?

2. Wastheevidence base sufficient to support CARE’sadvocacy positions,
wher e such positions are clearly defined?

=  What could be done with respect to the nature and quality of data produced to
assure that program and policy influence is supported by sufficiently strong
evidence to support such influence?

3. Program
Management

1. How effective wer ethe management systemsin RACHNA at all levelsto
implement the program in atimely and effective fashion?
How appropriate was the management structure for RACHNA at national, state
and district levelsfor the chosen operational strategy?
Was the management system able to implement changes recommended by the
mid-term evaluation at the state and district level in atimely fashion?
Were all technical and management skills required for the effective
implementation of the program acquired (in CARE or through TA)? Werethere
significant gaps?
Did the management arrangements between CARE and the sources of technical
assistance effectivein facilitating the effective identification of priorities and use of
technical assistance?
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Ar eas of Assessment

Key Questions

2.

How did the external changesin program management influencethe
program implementation and performance?

How did integration of Chayan interventions influence the performance of both
INHP and Chayan

What impact did the discontinuation of imported food had on INHP and
RACHNA

How did the changed resource levelsin Population funding affect
implementation

How did the reduced duration of Chayan implementation influence the progress
of implementation and resultsin Chayan

4. Monitoring and
Evaluation

How effective arethe design and methodology used for evaluationsand
measurementsin RACHNA?

Are the monitoring indicators and processes used appropriate?

What changes were made in the program monitoring systems/focus (including
additions) over thelife of activity? Were these changes useful and appropriate?
Wasthe level of effort expended on M& E appropriate to meet requirements and
for program usefulness?

How was the routine monitoring data used to improve programs? How could
the link between monitoring data and program improvement beitself improved?

5. Program
Graduation

(Specificto INHP
only)

What has been progress made against the plans on program graduation and
commaodity technical assistance?

Aretheblocksidentified for graduation in INHP, likely to reach the thresholds
of system responsiveness and community empowerment envisaged?

6. Future
Programming

What arethecritical elementsto be considered for designing the next title

I program to facilitate a smooth phase-out of titlel1 resour ces?

What isthe extent of unfinished work in reproductive health and HIV
prevention interventionsin RACHNA program areas

What should be the key intervention areas that programs such as RACHNA
should focusin future considering the programming context, current results and
the changing epidemiological trends?

Within these broad intervention areas, what would be priority elements?

What arethecritical considerationsfor design, advocacy and resour ce
allocations while considering a next phase of program similar to

RACHNA?

What changes in the implementation strategies/approaches could be considered
for future programming for maximizing results? Specifically address matters of
integration and working with partners and other programsin the private sector.
What are the recommendations for making monitoring and evaluation systems
more appropriate in future programs? What would be the recommendations to
assure that advocacy positions and policy influence are evidence-based and
effect is attributable to the intervention being promoted?

What recommendations if any are warranted for building cost evaluationsinto
future programs?
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Annex 3  Suggestions for Future Reproductive Health Activitiesin
Chayan or Other Programs

What more needs to be done?
Training sessons to improve use of IEC/BCC materia by CAs, AWWSs and ANMs
during sector meetings as wel as supervison during home vigts can be dressed in the
find five months of the project. Reporting of and treatment seeking for RTIs can be
increesed by better counsding. Targeted counsding for use of contraceptive methods
can be done with IEC materid during home vigts.
Continue the focus on srengthening sector/PHC level convergence between ICDS and
Hedth departments. This will improve coordination for free contraceptive supplies
avalability, referds for RTISSTIs sfe ddiveies and immunization. This
recommendation is for the remaining project period as well asfor the future,
Increase mae involvement in the exiging program. Partner treatment needs to be
emphasized in sector and PHC medtings. Emphasize incluson of Made Multi-Purpose
Hedth Workers (MPW) in sector/PHC convergence meetings. The exising CAS,
RHCAs, and network of CBOs can be encouraged to motivate involvement of ‘target’
men in NHDs. During tome visits, the AWWSs and Supervisors can make specid efforts
to tdk to the ggnificant mdes in the family about family planning, care in pregnancy
and safe deliveries and trestment seeking for possible RTI/STIs.,
Increase access to RTI services either through RCH and other camps, or regular clinics
a PHCYCHCs In the next ax months through the PHC meetings and Didtrict leve
coordination, the RACHNA team should ensure that the existing RCH camps are not
reduced to derilization camps and are equipped to provide RTI sarvices including
provison of medicines. Monitoring of medicine supply a the PHCs and CHCs should
aso be done. ANMSs need to be oriented afresh in ther role in RTI/STI referrds, with
ongoing quality checks on advice they give.
In a future project, CARE can develop smdl pilot sudies to evduate the involvement of
the private sector through public-private partnerships including testing how qudlity
standards can be ensured and costs regul ated.
Sysematicdly document and consolidate RACHNA's experience in fadilitaing the
provison of RTI/STI services a the primary level, as well as demand generation, in the
next five months. This experience will be extremey ussful to inform drategies in
NRHM and RCH |l and should be continued in the future.
Community processes. Strengthening good CAs and RHCAs, CBOs and PRIS to cregte
enabling conditions a the community level, and to generae demand for FP and RTI/
STl sarvices as well as to monitor qudity of the program and accountability of service
providers will be extremdy useful for the NRHM. Sysemaicdly evduae their effects
On program outcomes.
Capacity building of ANMs to improve the qudity of Family Planning counsding and
problem solving, 1UD insertion skills and their role in RTI/STI awareness creation and
referral should be a focus in a future project. The ANMs a this point in time do not
seem to be sufficiently engaged with these issues,
Add afocus on improving adolescent girls reproductive hedth and nutrition.
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Annex 4 Interviewsand References on RACHNA'’s Policy and Program Influence
S. No. | Name Desgnation/Organization Discusson Topic
1. Dr. Adarsh Sharma Conaultant, FANTA,  New | ICDS Curriculum
Ddhi
2. Dr. Rukhsana Haider Regiond  Adviser  (Nutrition), | Nutrition
SEARO, WHO, New Ddhi
3. Dr. Hashim Mdlik Nationd  Polio  Survelllance | Routine Immunization
Project Office, New Ddhi
4, Ms Sandhya Rani Deputy Director (ICDS), | MIS
Andhra Pradesh
5. Mr. Eric Etagbo Project  Officer  (Nutrition), | Nutrition
UNICEF, New Ddhi
6. Mr. Harsh Mandir Second Commissioner to | Supplementary Feeding
Supreme Court Commission,
New Ddhi
7. Mr. Pratik Khare Deputy Director WCD, | MIS
Chhatisgarh
8. Mr. S. P. Verma Assgant  Director ~ WCD, | MIS
Jharkhand
0. Mr. Sunil Kujur Secretary WCD, Chhatisgarh Nutrition Policy
10. Mr. B. L. Aggarwa Secretary Hedlth, Chhatisgarh Nutrition Policy
11. Dr. Rgni Ved Consultant, New Delhi RCH
12. Dr. Sangeeta Saxena Deputy Commissoner (Child | RCH
Hedth), MOHFW, New Ddhi
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10.

11.

12.

13.

14.

Reference Material Reviewed for Evaluation of Policy & Program Influence

Reproductive and Child Hedth Nutrition and HIV/AIDS (RACHNA) Program: End of
Program Documentation — Nationd Document. CARE India, New Delhi, April 2006.

Gragnolati M, et d. Indias Under-Nourished Children: A Cal for Reform and Action.
Hedlth Nutrition and Population, Discussion Paper, The World Bank, August 2005.

Minutes of the 4" Mesting of the Core Committee to Review the Roles and Responsibilities
of AWW and Hepers hedd on 7 Februay 2005, Depatment of Women and Child
Development.

Reducing Maternd and Infant Mortaity: Summary of Recommendation by Working Group
Meeting held on 15 November 2005, Planning Commisson/ CARE India

Suggestions for ICDS MIS revison: How to Move Towards Greater Effectiveness, CARE,
28 April 2005.

Inter-sectoral  Convergence — Depatment of Women and Child and Depatment of Hedth
and Family Welfare, 17 April 2006.

ICDS MIS Modified by CARE for the Government of Jharkhand, 23 July 2004.

Pog Mid Term Review of RACHNA Program Implementation Tools AWW Home Vists,
Strengthening  Sector Meetings, Strengthening ICDS  Supervisors Fed  Vidts,  Sector
Mesting Record, Supervisor's Field Vist — Centre Vidt and Home Vist, NGO Tool for
Sector Level Analysis and Planning.

CARE sRolein Reforming ICDS for Greater Impact, 23-24 March, 2005.

ICDS Consultations: Informing Supreme Court Commissoner on Universdization of ICDS,
24-25 March 2005.

Nationa Universal Immunisation Program Review, 25 August — 8 September 2004.
Jan Poshan Niti: State Nutrition Policy Jharkhand.

RACHNA Evduation Quditaive Report (Draft). Johns Hopkins Universty-IndiaClen
Program Evauation Network, April 25, 2006.

RAPS. Outcome and Processes Related to ANC and Newborn Care.



15. RACHNA Basdine and Endline Resaults.

16. Evdudion Research of the Nutrition Interventions in the Integrated Nutrition and Hedth
Program 1l Aress. Uttar Pradesh and Andhra Pradesh. Johns Hopkins Bloomberg School of
Public Hedlth, Bdtimore, Draft, April 23, 2006.

17. RACHNA Pand and Non Pand District Stories.
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Annex 5

Tablel

Table?2

Table3

Table4

Impact Data Tablesfor Final evaluation

Significant Changesin RACHNA Intervention Districtsvs. Comparison
Digrictsfrom Draft Evaluation Research Findings (Table 1.1-1.11)

Significant Changesin RACHNA Panel Districts from Periodic Assessments
in Eight Pané digtricts (RAPS)

Performance I ndicator s and Achievements of INHP |1

Chayan Indicator Performance Tracking Table
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Table 1 Sgnificant Changesin RACHNA Intervention Didricts (Barabanki, UP and
Karimnagar, AP) versus Comparison Districts (Unnao, UP and Rangareddy, AP) from Draft
Evauation Research Findings*

Table 1.1: Antenatal care (ANC) visits among mothers of children 0-23 months of age

ANC visits Freguency of ANC visits amo ng mothers of 0-23 month olds (%)
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?

UP 3+ visits 11.5 25.3 13.8 8.9 8.7 -0.2 14.0*
AP 3+ visits 86.4 95.0 8.6 84.7 91.3 6.6 2.0*
UP Total # of

mothers 2445 2399 2388 2291
AP Total # of

mothers 2369 2289 2476 2273

Table 1.2: Mothers of children 0-23 months of age reporting 1+ service provider home visits during the last

pregnancy

Service M others of 0-23 month olds reporting 1+ service provider home visit during the last

provider type pregnancy (%)

Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?

UP Overal 20.2 59.8 39.6 17.8 22.2 4.4 35.2*
AP Overdl 36.1 48.8 12.7 22.1 28.4 6.3 6.4*
UP AWW 6.8 43.9 37.1 3.9 7.3 3.4 33.7*
AP AWW 15.7 40.6 24.9 8.4 14.6 6.2 18.7*
UP CA 0.8 19.3 18.5 0.1 0.1 0 18.5*
AP CA 0.3 2.5 2.2 0.1 0.04 -0.06 2.26*
UP Total # of 2445 2400 2386 2291

mothers
AP Total # of 2369 2289 2476 2273

mothers

* Evaluation Research Baseline January -February 2004 and Endline January -February 2006 conducted in a

partnership project between CARE/India, King George's Medical University, and Johns Hopkins Bloomberg

School of Public Health




Table 1. 2.1: Third trimester pregnant women reporting 1+ service provider home visits during pregnancy
(currently pregnant women-CPW)

Service Third trimester pregnant women reporting 1+ service provider home visits during
provider type pregnancy (%)
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?

UP Overal 20.7 83.3 62.6 17.8 30.5 12.7 49.9*
AP Overal 36.8 71.9 35.1 22.9 24.7 1.8 33.3*
Up ANM 15.2 59.0 43.8 13.6 23.0 9.4 34.4*
AP ANM 29 43.8 14.8 16.9 16.7 -0.2 15.0*
UP AWW 8.0 67.4 59.4 1.9 9.6 7.7 51.7*
AP AWW 21.3 70.8 49.5 13.3 12.7 -0.6 50.1*
UP CA 0.8 32.6 31.8 0 1.1 1.1 30.7*
AP CA 2.6 9.0 6.4 1.2 0 -1.2 7.6*
UP Total # of 3 237 239 214 187

trimester

CPW
AP Total #of 3" 155 89 166 174

trimester

CPW

Table 1.2.2: Pregnancy advice on rest given by ANMs during home visitsto currently pregnant women who
received any advice

Pregnancy Advice received (%)

advice by Intervention Comparison Difference

service Baseline Endline ? Baseline | Endline ? of ?

provider

type
upP Rest 10.7 44.2 33.5 5.8 17.2 11.4 22.1*
AP Rest 23.5 52.4 28.9 28.3 28.1 -0.2 29.1*
upP Total # of

pregnant

women who

received

advicefrom

ANM 84 371 52 99
AP Total # of

pregnant

women who

received

advicefrom

ANM 119 124 60 64
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Table 1.3: Receipt of any IFA tablets among mothers of 0-23 months olds during the last pregnancy

Iron-folic Receipt of any IFA tablets among mothers of 0-23 month olds during the last
acid (IFA) pregnancy (%)
supplement Intervention Comparison Difference
Baseline | Endline ? Baseline Endline ; of ?
UP Any receipt 62.7 75.6 12.9 56.5 55.6 -0.9 13.8*
AP Any receipt 40.9 54.3 13.4 74.4 77.1 2.7 10.7*
upP Total # of 22445 2399 2388 2290
mothers
AP Total # of 2369 2289 2476 2273
mothers

Table 1.3.1: Consumption of all IFA tablets received among mothers of 0-23 months olds during the last pregnancy

Iron-folic Consumption of all IFA tablets among mothers of 0-23 month olds during the last
acid (IFA) pregnancy (%)
supplement Intervention Comparison Differenc
Baseline | Endline ? Baseline | Endl ? eof ?
ine
uP Consumed
all tablets 25.3 45.6 20.3 21.5| 31.8 10.3 10.0*
AP Consumed
all tablets 24.7 57.7 33.0 22.5| 43.0 20.5 12.5*
upP Total # of 1534 1810 1348 | 126
mothers 9
AP Total # of 968 1242 1841 | 175
mothers 2
Table 1.4: Attendance at Nutrition Health Days (NHD) in the past 3 months by pregnant women
Attendance at NHD in the past 3 months among currently pregnant women
(0)
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endli ? of ?
ne
UpP Pregnant
women 1.5 38.9 37.4 0 22| 22 35.2*
AP Pregnant
women 6.5 13.6 7.1 4.6 34| -1.2 8.3*
uP Total # 746 723 706 673
women
AP Total # 584 494 634 614
women
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Table 1.4.1: Attendance at Nutrition and Health Days (NHD) in the past 3 months among non-pregnant women

Attendance at NHD in the past 3 months among non- pregnant women (%)
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP Non-pregnant
women 1.2 33.7 32.5 0.04 2.8 2.76 29.7*
AP Non-pregnant
women 13.4 15.1 1.7 8.50 5.0 -3.50 5.2*
UP Total# 2288 2268 2230 2137
AP Total # 2270 2176 2291 2080
Table 1.5: Supplementary nutrition use among pregnant women
Supplementary nutrition use among pregnant women (%)
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP Pregnant
women 4.7 48.1 43.4 3.7 17.6 13.9 29.5*
AP Pregnant
women 11.0 49.4 38.4 8.2 25.9 17.7 20.7*
upP Total # of 745 724 699 676
pregnant
women
AP Total # of 582 494 632 614
pregnant
women
Table 1.5.1: Supplementary Nutrition use among mothers of 0-5 months olds during postpartum period
Supplementary Nutrition use among mothers of 0-23 month olds during postpartum
period (%)
Intervention Comparison Difference
Basdline | Endline ? Baseline | Endline ? of ?
UP M others of O-
5 month olds 7.3 44.0 36.7 5.5 14.4 8.9 27.8*
AP M others of O-
5 month olds 19.2 43.1 23.9 11.0 23.0 12 11.9*%
uUP Total # of 804 757 731 672
AP mothers 625 497 648 504
Table 1.6: Postpartum contacts with AWW among mothers of infants 0-5 months of age
1+ contacts 1+ postpartum contacts (%)
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP 17.8 71.5 53.7 10.1 15.5 5.4 48.3*
AP 30.5 55.5 25.0 29.8 30.2 0.4 24.6*
UpP Total # of 803 757 724 672
AP mothers 0-5m 620 497 642 504




Table 1.6.1: Postpartum contacts on the first week after delivery with AWW among mothers of infants 0-5 months
of age who delivered at home

1+ contacts Postpartum contacts on the first week after delivery (%)
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP 1.8 27.5 25.7 1.1 1.9 0.8 24.9*
AP 10.5 19.6 9.1 9.2 4.6 -4.6 13.7*
UP Total # of 665 556 621 529
AP mothers 0-5 172 102 271 174
mo who
delivered at
home
Table 1.6.2: Postpartum contacts (0, 1-2, 3+) with AWW among mothers of infants 0-5 months of age
Number of Postpartum contacts (%)
contacts Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP 1-2 13.3 31.9 18.6 7.0 10.9 3.9 14.7*
AP 22.1 27.9 5.8 24.3 19.1 -5.2 11.0*
UP 3+ 4.5 39.2 34.7 3.0 3.5 0.5 34.2*
AP
8.4 26.8 18.4 5.5 10.2 4.7 13.7*
UP Tota # of 803 747 724 663
AP mothers 0-5m 620 488 642 498
Table 1.6.3: Advicereceived at postpartum contacts with ANM among mothersof infants 0-5 months of age
Advice received among all mothers who received any advice (%)
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP Any 13.1 75.2 62.1 5.7 20.6 14.9 47.2*
AP breastfeeding
advice 19.4 60.4 41 6.5 21.1 14.6 26.4*
UP Any
complementary 2.5 18.5 16 1.4 7.1 5.7 10.3*
AP feeding advice 7.3 15.7 8.4 4.4 3.4 1 9.4%
uP Adviceto have 1.9 13.0 11.1 0 2.1 2.1 9.0*
AP child weighed 14.1 33.9 19.8 28.3 14.4 -13.9 33.7*
UP Total # of 160 471 140 141
AP mothers 0-5 191 230 138 209
mo who
received any
advice




Table 1.6.4: Advice received at postpartum contacts with AWW among mothers of infants 0-5 months of age

Type of advice Advice received among all mothers who received any advice (%)
received Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP Any 23.8 81.7 57.9 13.6 28.6 15.0 42 .9*
AP breastfeeding
advice 19.3 64.5 45.2 4.2 31.4 27.2 18.0*
UP Any 4.8 20.4 15.6 7.6 5.7 -1.9 17.5*
AP complementary
feeding advice 6.0 28.5 22.5 2.8 12.9 10.1 12.4*
UP Total # of 105 509 66 70
AP mothers 0-5 166 256 142 140
mo who
received any
advice
Table 1.7: Breastfeeding initiation among mothers of infants 0-5 months of age
Timing of Breastfeeding initiated (%)
initiation Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP =1 hour after 4.6 59.0 54.4 2.1 10.5 8.4 46.0*
AP delivery 22.3 36.2 13.9 16.9 16.9 0 13.9*
UP Total # of 789 741 711 658
AP mothers 614 481 591 497
Table 1.8: Prelacteal feeds given by mothers of infants 0-5 months of age
Proportion Prelacteal feeds (%)
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP 91.8 44 .4 -47.4 96.1 93.2 -2.9 -44.5*
AP 61.7 50.1 -11.6 69.0 67.1 -1.9 -9.7*
UP Total # of 789 750 711 661
AP mothers 614 481 591 497
Table 1.9: Foods consumed in the past 24 hours among breastfeeding children 6-8 months of age
*Food type Food consumed in the past 24 hours (%)
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP AWC food 0 2.5 2.5 0.3 0.3 0 2.5*
AP 0.9 2.5 1.6 2.8 0.3 -2.5 4.1*
UP Total # of 277 238 346 305
AP children 6-8 345 316 388 359
months




Table 1.10: Micronutrient supplementation among children 12-23 months of age

Micronutrient supplementation — reported from either source (%)
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP Vitamin A 18.1 44.6 26.5 35.5 17.9 -17.6 44 .1*
AP syrup 55.2 60.1 4.9 47.1 42.0 -5.1 10.0*
UP Total # of 1137 1178 1095 1087
AP mothers 1088 1199 1160 1100
UP Iron 8.9 63.7 54.8 6.7 1.6 -5.1 59.9*
AP tablets/syrup 21.0 32.1 11.1 11.8 11.8 0 11.1*
UP Total # of 1127 1175 1067 1066
AP mothers 1086 1178 1157 1085
Table 1.11: Mean Weight for Age Z-Score (WAZ) among children 12-17 months by sex and age
Mean WAZ
Intervention Comparison Difference
Baseline | Endline ? Baseline | Endline ? of ?
UP 12-17 months -2.00 -2.20 -0.20 -2.09 -2.10 -0.01 -0.19*
AP -1.66 -1.84 -0.18 -1.88 -1.88 .00 -0.18*
UP Total # of 1738 2124 2067 2039
AP children 2232 2272 2280 2261




Table 2 Significant Changes in RACHNA Panel Districts from Periodic Assessments
in Eight Panel Districts (RAPS)

I ndicator | Round 1 (R1)> Round 3 (R3)*
Newborn Care
Followed the use of Five cleans at birth Seven up and one unchanged

(among mothers of 0-5 month children
ddivered a home)

Applied nothing the cord or umbilicus Six up, two unchanged
(among mothers of 0-5 month children
ddivered a home)

Delayed bath for at least three days (among Seven up and one unchanged
mothers of 0-5 month children ddlivered a
home)

Any contact by ANM or AWW in the last Four up, four unchanged
trimesters (among mothers of 0-5 month
children)

AWW or ANM present on the day of birth Four up and four unchanged
(among mothers of 0-5 month children
ddivered a home)

Nutrition

Early Breastfeeding (among mothers of 0-5 Seven up, one missing
month children ddlivered & home)

Prelacted feeds not given (among mothers Seven up and one unchanged
of 0-5 month children delivered a home)

Advice about breastfeeding received by the Five up, two unchanged and one down
firg week (among mothers of 0-5 month
children delivered at home, contacted by
fist week of ddlivery)

Receipt of Supplementary Feeding during Four up and four unchanged
pregnancy among mothers of 6-23 month
children

Receipt of Supplementary Feeding in first Four up and four unchanged
6 months among mothers of 6-23 month
children

Receipt of Supplementary Feeding after 6 Four up and four unchanged
months among mothers of 6-23 month
children

Receipt at least 90 IFA among mothers of Four up and four unchanged
0-5 mothers children

Consumed at least 90 IFA among mothers Six up and two unchanged
of 0-5 mothers children who received at
least 90 IFA

Exclusive breastfeeding until 6 months Four up, three unchanged and one down
among mothers of children up to 6 months
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Not started liquids or solids until six month
(among mothers of 6-23 month children)

Five up, two unchanged and one down

Gave a least hdf the recommended Five up and three unchanged
quantity of semisolids (among mothers of

6-11 months children)

6-8 months fed solids at least twice plus Six up and two unchanged

breastfeeding. 9-11 months fed solids at
least three times plus breastfeeding (among
mothers of 6-11 months children)

12-23 months fed solids at |east three times
plus breastfeeding

Five up, two unchanged and one down

Low weight for agein children 0-5 months
R2vs. R3

Four down and four unchanged

| mMmunization

Meades Vaccines received (card only)
among mothers of 12-23 month children
who had card

Four up, and four unchanged

Fully immunized (card only) among
mothers of 12-23 month children who had
card

Four up and four unchanged

Family Planning (only four districts/states)

Indicator

Round 2 (R2)-> Round 3 (R3)*

Currently using any modern birth spacing
method

Two up, two unchanged

Ever contacted by anyone in the last month

Two up, one unchanged and one down

Advised about family planning

Three up and one unchanged

* Round 1 (R1): November 2003; Round 2 (R2): July-September 2004; Round 3 (R3):

September—November 2005




Annex 5: Table 3 Performance I ndicators and Achievementsof INHP |1 (May 11, 2006)

Baseline oo Adivi
: ifeof Activity
I mpact & Outcome I ndicators? (I EH dP l;' el (LOA) Achieved®
vauaion (February 2006)
January 2001)
A. Impact Indicators
% of children age 12-23 months whose weight is more than two standard deviations bel ow the median weight achieved 61 53
by children of that age (% malnourished)
Infant Mortality Rate®
B. Outcome Indicators (Coverage & Practices)
1. % of pregnant & lactating women and children 6-72 months of age, in program catchment area,
received supplementd food from AWC
1.a% of pregnant, received supplemental food from AWC(Ate or THR) 68 69
1.b % of lactating women , received supplemental food from AWC (Ate or THR) NA® 69
1.c. % of children 6-23 months age, received supplemental food from AWC (Ate or THR) 12 65
1.d. % of children 36-72 months, received supplemental food from AWC © NA™ 111™
2. % of children 12-23 months old, in program catchment area, receiving meades vaccine 37 71
3. % of children 18-23 months who received &t least two doses of Vitamin A 5 27
4. % of women, delivered in past year, who received at least 2 TT injections during pregnancy 78 85
5. % of women, delivered in past year, who received 90+ iron folic acid tablets during pregnancy 39 50
6. % of women (with children 0-24 months of age) who report having made birth plans® during the third trimester of their NA 13
last pregnancy”
7. % of new-borns dried and wrapped immediately after delivery” NA 84
8. % of newborns put to breast within 1 hour postpartum NA" 80
9. % of children under 12 months of age exclusively breastfed till 6 months postpartum NA" 44
10. % of infants, received breast milk and solid mushy foods at 6-9 months of age 49 78
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Annex 5 Table3 INHP 11 FY 02 FY 03 FY &4 FY 05

-
<
3

a0 <

B. C. Management Indicators

Achieved
Achieved
Achieved
Achieved
Achieved

Quarter of
EY 0R)
Achieved

LOA
Target
LOA

3| Baseline”
S| Target
S| Target
3 Target
3 Target
S|Target
8| (First

1. % of counterpart personnel and community members 1
given training in nutrition and health topics as against

planned to be trained

1 119 1

~
w
[e2]

2. % of AWCs conducting at least one Nutrition and 36 |40 43 50 28 50 48 55 55 60
Health Day last month with Take Home Ration and
immunization/or ante-natal check-up.

g
3

3. % of AWCs where Immunization and/or AN NA | NA | NA NA [ NA 60 27 75 27 80 33 80
Check-up were provided on ascheduled NHD,
in absence of THR, last montH

4. % of pregnant & lactating women and
children 6-36 months, in program ares,
enrolled for take home ration (THR)'

a Pregnant & Lactating Women® 71 113 80%

80% | 59 80«
106 80~ 71

75 81
b. Children 6-36 months® 76 | 8 95
12 8

5. % of AWCs with change agents 12 36 40

B|R|8
8|6k |B |
8|8|38|8
2| 5|8|R

2

43
6. % of Nutrition and Health Days where CBO and/or NA [ 100 |67 100 1 27 25 0 |45 30

PRI participated, last month'

@ All Indiafigures are weighted averages of all eight INHP states for outcome indicators

® Dataon “birth planning” and “drying and wrapping of newborn” were not collected in the INHP | Final Evaluation. Hence no baseline was available for INHP 1I. Theend line
datafor these indicators are from seven states, excluding Madhya Pradesh.

° Though INHP I1 interventions work towards improvement in this indicator, mortality will not be measured because of sample size requirements and complexity

9 No baseline are available for 1b of thisindicator because guestions were not comparable in baseline and endline surveys.

¢ For reporting on thisindicator Government datawill be used

9 Birth plans for delivery during pregnancy include identification of a health facility and a skilled provider (Trained ANM/TBA), and savings.

" The source for this baselineis Quarterly Progress Report for April-June, 2001

? Thisindicator has been added to PTT during DAP Amendment. Hence no targets were set for FY 02 and FY 03

! The denominator for thisindicator is Annual Estimated Requirement (AER) for food

k Based on previous years performance, the target for FY 04, FY 05 and LOA have been revised and submitted along with Annual Results Report for FY 04

" Inthe original PTT, the definition used was “# of CBOs/PRIsinvolved in monitoring of nutrition and health services (actual vs. planned”. The new definition and targets were
introduced during DAP Amendment effective from FY 04
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m The datais compiled from ICDS monthly reports for the age group of 36-72 months. Quarterly (October-December 2005) average of coverage against List of Provisions
(LOP) istaken. No baseline data were collected.
n No baseline data were available for Uttar Pradesh or West Bengal. Therefore weighted national average baselines for these indicators could not be cal cul ated.
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Annex 5 Table 4 Chayan Indicator Performance Tracking Table (All India Weighted Averages)'

Baseline (2003) LOA (2008) Feb '2006
All Blocks
Outcome Indicators AliBlocks | Ds | A DS DS
Blocks
1. % of women" currently practicing the following
contraceptive methods":
Condom 41 2.8 5.7 4.4 6.1 5.8
OCPs 23 2.3 51 5.1 5.0 48
Either Condom or OCPs 6.4 5.1 108 9.5 112 10.6
2. % of index women in general population who are correctly aware of at least 30 28 40 38 56.1 59.2
two signs and symptoms of RTI/STIv
3. % of men, women among select groups most at risk who report using a
condom the last time they had sex with a non-marital, non-cohabiting partnerv;
Truckers (urban)
Migrants(urban) 62 72 82.7
Female sex workers (urban - With paying clients) 61 71 69.0
69 84 86.7

May 11, 2006
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Annex 5 Table4 (continued) Management Indicatorsfor Chayan Proj ect®

FY02 FY03 FY 04 FY 05 FY 06™ LOA
Achieved™ | Target | Achieve Achie
Management Indicators Basgline | Target | Achieved | Target | Achieved | Target | Achieved® | Target d(Qlof | Target ved
FY 06)
1. % of AWCswith Reproductive 0 NA NA NA NA 100 29 25 31 50
Health Change Agents"'
2. % of AW centerswith at |east one 0 NA NA NA NA 100 36 22 32 75

outlet that has socially marketed
contraceptives”"

3. % sites with peer educators*"" for
HRBG targeted interventions

Truckers 0 NA NA NA NA 100 * NAT 100 50

Migrants 0 NA NA NA NA 100 * NAT 100 50

CSWs 0 NA NA NA NA 100 * NAT 100 50

4. % sites™ with peer educators for 0 NA NA NA NA 100 * NAT 99 50

youth interventions

i_The baseline data are national weighted averages according to number of Blocksin each Chayan state.
"' Currently married women in the age group of 15 to 44 years.

Il Chayan rural blocks in each state are used as weights. The LOA is estimated based on the % increase observed between NFHS-1 and NFHS-2 (6

years gap). Further, this % increase is doubled and then applied to the basdline figures. The ALL column includes Urban, Rurad Non-DS and Tribal-
Non DS, while DS column includes rura DS and triba- DS in the basdline.

" Chayan rural blocksin each sate are used as weights. The FY 07 is estimated on 10 percentages points increase from the basdline.

¥ Totd sitesin each state are used as weights. The FY 07 is estimated with the assumptions: For CSWSs, 15% points and 10% points for
truckers/migrants is consdered as these Satistica assumptions are used in BSS dso.

b Theindicator table was discussed with USAID in 2004, however, it was not finalized and hence not used for tracking progress.
Milestones developed in FY 04 were used for tracking progress and for reporting. Hencetargetsfor FY 05 & FY 06 werenot set.

¥ One male and one female volunteer per AWC catchment areatrained in FP and RTI/STI/HIV prevention, who have undergone at least one round
of training. The FY 04 is calculated using (Smple averages) the HMIS data for Oct. 03 to Sept. 04. Asthe replication has not yet started on scae,
the FY 04 vaue represents only DS (i.e.,, both numerator and denominator is taken only from DS). The targets are taken from the project milestones.
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The targets from FY 05 onwards will include replication efforts aso.

Y!' The achievement for FY 04 is calculated using (Smple averages) the HMIS data for Oct. 03 to Sept. 04. Asthe replication has not yet started on
scaein FY 04, the FY 04 vaue represents only DS (i.e., both numerator and denominator istaken only from DS). The targets for Rural Chayan
from FY 05 onwards will include replication efforts aso.

V" Peer educator: total number of peer educators per site to correspond to reaching atarget population by recommended ratio of 1:10 for non
brothel based sex workers; 1: 5 for brothel based sex workers; 1: 30 for truckers and 1: 20 for migrants;

9 Asthe replication has not yet started on scale in FY 04, the FY 04 value represents only DS (i.e., both numerator and denominator istaken only
from DS). The targets are taken from the project milestones. The targets from FY 05 onwards will include replication efforts dso.

10 Thefiguresfor indicator 1and 2 arefor all areas (i.e. both numerator and denominator aretaken from all AWCsincluding DS and RS)
1 Achievement for FY 06 for indicators 3 and 4 are from DS only. Chayan MISin urban areas does not capture progress on these indicators from
replication areas

12 The information for thisindicator for FY 05 is available only for Peer Educators identified Vs trained, not by sites having trained Peer Educators

* The achievement figures for indicator no. 3 and 4 in FY 04 are not available. The key reason is that the Chayan NGO reporting system was placed
only in September 2004 on pilot bass. Therefore, the data reported is of poor qudity and aso under-reported. The NGO monitoring sysem will
have accurate and complete data from October 2004 onwards.

13 For youth interventions sites mean acluster of 3-4 AWCs. Dataare available only from demonstration aress.

May 11, 2006



